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Abstract 
 
Thailand is experiencing an increasing burden of overweight and obesity and 
diet-related non-communicable diseases (NCDs), which are resulting 
predominantly from an imbalance between declining energy expenditure due to 
physical inactivity and an energy-dense, nutrient-poor diet. This imbalance is 
influenced by the food supply and dietary behaviours, which take place within 
the complex context of many inter-linked social, economic, environmental, 
political and cultural circumstances. Although the Thai Government has long 
recognised a need for effective policies and actions to both address dietary 
behaviours and the underlying influences on these behaviours for tackling 
overweight and obesity and diet-related NCDs, the progress the government 
has made in implementing its policies, especially creation of healthy food 
environments, has not been assessed. 
The aim of this PhD project was to analyse the implementation of government 
policies and actions to create healthy food environments for preventing obesity 
and diet-related NCDs in Thailand. The candidate conducted two interlinked 
studies (Studies 1 and 2), using a mixed-methods approach, to achieve this 
aim. Evidence-informed recommendations for future research, policy and 
practice, and critical insights into the implementation of government policies 
and actions are provided.  
The candidate conducted two literature reviews: a review of previous research 
on methods and tools for assessing the implementation of government policies 
on food environments, and a review of the theoretical approaches underpinning 
policy implementation. Based on the findings of the first review, the 
INFORMAS Healthy Food Environment Policy Index was selected as the most 
appropriate tool to assess the extent of implementation of food environment 
policies and actions and was adapted to the Thai context. Based on the findings 
of the second review, a conceptual framework was developed and used to 
develop an interview guide for identifying barriers and potential facilitators to 
the implementation of the two policies.    
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The findings of Study 1 identified variations in stakeholders’ assessments of 
the level of implementation of government policies. State actors rated 
implementation levels higher than non-state actors. However, both groups 
achieved consensus on 11 priority actions to be implemented by the Thai 
Government, focusing on food provision in public sector settings, food 
composition, food promotion, leadership, monitoring and intelligence, and 
food trade. These findings indicate the importance of assessing the 
government’s performance in implementing food environment policies, as well 
as providing a platform for interactive dialogue between stakeholders to enable 
them to share and understand institutional mandates and limitations to 
government implementation.  
Study 2 revealed barriers and potential facilitators to implementation of food 
labelling policy and food advertising regulation. The major barriers included a 
lack of a monitoring and evaluation system, a lack of organisational knowledge 
regarding skills required for implementation, poor governance systems, lack of 
funding and resources, lack of effective multi-sectoral platforms, the influence 
of the food industry, and changes in policy priorities. The potential facilitators 
were policy being compatible to the implementer’s context, individual support 
from government officials, good financial management mechanisms, inter-
organisation networks, and personal motivation for implementing policy. 
These findings suggest government should pay special attention to improving 
the capacity and authority of its agencies, creating infrastructure to support 
multi-sectoral platforms and inter-organisational networks, and supplying 
adequate resources to improve the implementation. 
This PhD project adds to the empirical and theoretical understanding of the 
implementation of food and nutrition policy for preventing obesity and diet-
related NCDs. It explains how governments can enhance policy 
implementation to improve the healthiness of food environments. Although the 
Thai Government made substantial efforts to implement best practice policies 
to improve the health and nutritional status of the people, it was ultimately an 
unsuccessful response. This project contributes to filling a gap in the literature 
by identifying appropriate methods and tools for assessment of a specific 
national policy implementation process, highlighting the problems in food 
20 
environment policy implementation, proposing relevant and appropriate policy 
priorities for the Thai government, and demonstrating the actual challenges and 
opportunities different stakeholders face. As prevalence of obesity and diet-
related NCDs are rising in many countries worldwide, the findings have 
implications for governments and other stakeholders, both in Thailand and 
internationally. 
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Chapter 1 Introduction 
 
1.1 Chapter overview  
Most Asian countries, including Thailand, are facing the phenomenon of 
‘nutrition transition’, whereby eating patterns are shifting from a traditional 
Asian diet (plant-based and minimally processed foods) to a more Westernised 
diet, characterised by greater consumption of animal products and ultra-
processed foods containing high levels of saturated fats, salt and added sugar, 
as well as an increasing energy intake.1,2 Such a diet has been linked with 
increasing prevalence of obesity and diet-related non-communicable diseases 
(NCDs) in those countries.3 Overweight and obesity1 and diet-related NCDs 
are resulting predominantly from an imbalance between declining energy 
expenditure due to physical inactivity and an energy-dense, nutrient-poor diet.4  
The food supply and dietary behaviours that contribute to this imbalance are 
complex. They take place within the context of many inter-linked social, 
economic, environmental, political and cultural circumstances.5 For example, 
the availability, accessibility, and affordability of different foods, and food 
marketing, have all been shown to influence individual food choices and diet-
related behaviours.6,7  
In its 11th National Social Economic and Development Plan (2011–2016)8 the 
Thai Government recognised that effective policies and actions are needed to 
combat overweight and obesity and diet-related NCDs. Policies and actions 
need to extend beyond simply addressing immediate dietary behaviours to 
focus on the underlying influences. There is a need to consider the ‘causes of 
the causes’ of dietary imbalances. Monitoring and evaluation mechanisms are 
critical components of these policies and actions, enabling tracking and 
assessment of their implementation and impact on preventing overweight and 
obesity and diet-related NCDs. 
                                                     
1 The Department of Health, Ministry of Public Health Thailand has defined overweight (BMI ≥ 25-30 
kg/m2) and obesity (BMI >30kg/m2) 
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This PhD project was focused on monitoring and evaluating the 
implementation of government policies and actions on food environments for 
prevention of overweight and obesity and diet-related NCDs in Thailand. This 
introduction chapter summarises the following issues: the burden of 
overweight and obesity and diet-related NCDs globally and in Thailand, and its 
causes, especially the influence of food environments. In addition, effective 
interventions to prevent overweight and obesity and diet-related NCDs, 
changes in Thai food environments over time, the Thai Government’s response 
to overweight and obesity and diet-related NCDs, and the rationale for 
strengthening government policy monitoring and evaluation are presented.  
 
1.2 The burden of overweight and obesity and diet-related 
NCDs  
Overweight and obesity and diet-related NCDs are problems for countries 
worldwide,3,9 including Thailand.10-14 These burdens are caused by a 
combination of behavioural and environmental risk factors. Behavioural risk 
factors include excessive dietary energy intake and dietary imbalances, such as 
diets containing too many foods high in saturated fat, salt and/or added sugar, 
and insufficient fruit and vegetables.15 Environmental factors (e.g. the 
abundant availability of highly energy-dense foods) play a critical role in 
influencing dietary behaviours.5 
Worldwide, the prevalence of overweight and obesity combined more than 
doubled between 1980 and 2014.16 The rate of increase in the prevalence of 
overweight and obesity was highest in less developed countries. Meanwhile, an 
average of 38 million people died each year from NCDs, mainly diet-related 
NCDs (i.e. cancers, cardiovascular diseases and diabetes).9 Eighty-five percent 
of NCD deaths occurred in low and middle-income countries, especially 
countries in South-East Asia and the Western Pacific regions. One of the major 
causes of these deaths worldwide is dietary imbalances. For example, 
approximately 1.7 million deaths (2.8% of total global deaths) were 
attributable to diets low in fruit and vegetables, according to the Global Health 
Risks Report 200917 while almost five million deaths were attributed to diets 
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high in sodium, processed meat, trans-fatty acids and sugar-sweetened 
beverages in 2010.18  
In Thailand, while there has been a gradual decrease in the prevalence of 
under-nutrition across the population, the prevalence of overweight and obesity 
has increased. The prevalence of overweight and obesity rose almost fourfold 
between 1991 and 2014 among Thai men (from 7.7% to 33%) and almost 
tripled among Thai women (from 15.7% to 42%).19 NCDs are the leading 
causes of deaths among Thai people: in 2009, they accounted for an estimated 
73% of all deaths. Of all deaths in 2009, 57% were caused by four major 
NCDs (cardiovascular diseases, cancers, chronic respiratory disease and 
diabetes), and diet-related risk factors for NCDs were among the top ten 
leading causes of death for Thai people.20 Overweight and obesity were the 
second leading cause of death in Thai women (8.6% of deaths) and the third in 
Thai men (6.0%). Dietary imbalances such as low fruit and vegetable 
consumption were the sixth leading cause in both women (5.2%) and men 
(5.0%).  
 
1.3 Causes of overweight and obesity and diet-related NCDs 
Rapid changes in dietary consumption patterns contribute significantly to 
overweight and obesity and diet-related NCDs.4 Many factors combine in 
complex relationships to affect these food consumption patterns under 
different circumstances. An ecological approach is frequently used to study 
complex relationships among multiple factors that impact population health 
and nutrition.5,21-23 This approach emphasises the complex interplay between 
individual factors and environmental dimensions that determines diets. In 
particular, dimensions such as economic, physical, policy, social and cultural 
factors shape food environments. 
According to the ecological framework proposed by Story et al.5, individual 
factors (e.g. knowledge, attitude, skills, self-efficacy and motivation) can affect 
individuals’ food choices, and in turn are influenced by environmental factors 
at different levels: social (e.g. family, friends and peers), the physical (e.g. 
24 
homes, workplaces and schools) and macro (e.g. food marketing, social norms, 
government policies, and price structures) environments.  
 
1.3.1 The complex nature of influences on dietary behaviours 
Individuals’ dietary behaviours are determined by a complex interaction of 
supply and demand for foods.24 The demand for food is primarily determined 
by issues associated with consumers such as their tastes and preferences and 
personal income. The supply of food is driven by producers, processors and 
retailers; from production through processing to retail, these food supply 
chains have an (often unmeasured) impact on the dietary environment, and 
therefore on the individual's responses to foods. 
 
1.3.2 Food environments 
Swinburn et al.25 developed a food environments framework that reorganised 
the environments of Story’s ecological approach into physical (i.e. availability, 
quality and promotion), economic (cost), policy (rules) and socio-cultural 
(social norm and social support) dimensions. When these environmental 
factors interact, both directly and indirectly, with individual factors (e.g. 
preference, attitudes, knowledge and habits), they affect individuals’ dietary 
behaviours.26 
The definition of ‘food environment’ is complex because of national and 
cultural differences in concepts of food and environment. For the purposes of 
this PhD, Swinburn et al.’s25 definition of ‘food environment’ was employed, 
namely: ‘The collective physical, economic, policy and sociocultural 
surroundings, opportunities and conditions that influence people’s food and 
beverage choices and nutritional status’ (p. 14). This definition has been 
adopted by the International Network for Food and Obesity/NCDs Research, 
Monitoring and Action Support (INFORMAS) for the purpose of studying and 
comparing the characteristics of food environments globally.25 
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In this PhD project, the concepts and details in these two frameworks were 
adapted and synthesised to account for the complex influences of food 
environments on an individual’s diet (Figure 1.1).  
Physical 
(e.g. availability, quality, 
promotion)
Settings e.g. schools, work 
site, communities, restaurants
Social‐cultural 
(e.g. social norm, social 
support)
Policy 
(e.g. practices, legislative, 
policy actions)
Levels (global, national, local)
Economic
(e.g. cost, trade, 
investment)
Diets
Individual factors
(e.g. preference, 
attitudes, knowledge, 
habits)
Food environments
 
Figure 1.1 Influences on the food environment that in turn influence an 
individual’s diet 
Due to the complex nature of influences on dietary behaviours, there are 
significant challenges in creating healthy food environments to prevent 
overweight and obesity and diet-related NCDs. 
Over the past two decades, food environments have changed dramatically in 
Thailand. Specifically, there has been a rapid and substantial increase in the 
availability, accessibility and affordability of energy-dense, nutrient-poor food 
products.27-33 Also, there has been a significant change in food retail, 
marketing, prices and provision to complement this change in food supply.30,33-
36  
Data from the packaged food and soft drink industries in Thailand indicate the 
market growth over the past five years.37 Sales of ready meals (e.g. shelf-stable 
ready meals, chilled lunch kits and frozen ready meals) recorded 79.3% retail 
volume growth (from 27,200 tonnes in 2011 to 48,700 tonnes in 2016) while 
savoury snacks (e.g. potato chips, rice snacks, savoury biscuits and popcorn) 
experienced 27.0% retail volume growth (from 71,800 tonnes in 2011 to 
91,200 tonnes in 2016). Soft drinks (e.g. carbonates, concentrates, juice and 
ready-to-drink coffee and tea) recorded 26.9% retail volume growth (from 2.7 
billion litres in 2010 to 3.4 billion litres in 2015).  
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Fast food outlets and convenience stores have proliferated in Thailand, 
providing greater access to energy-dense meals, snacks and soft drinks. Burger, 
fried chicken and pizza outlets were reported to grow in number by 11-12% 
every year.31 7-Eleven convenience stores, Thailand's largest US-based 
convenience store chain, has expanded rapidly, from around 5,000 stores in 
2009 to 7,200 stores in 201329, selling a range of high-energy meals, snacks 
and soft drinks. This growth gave Thailand the second-largest number of 7-
Eleven stores worldwide, after the US.27  
Food and beverage companies use multiple strategies to market their brands 
and products to reach consumers.34 In 2012, television was the major 
advertising medium, followed by the internet and billboards. Companies also 
reach young consumers by sponsoring school sporting events, academic 
competitions and educational materials, and selling unhealthy products via 
school vending machines.38  
Foods provided or sold in schools are often high in added sugars, salts and fats. 
In 2012, researchers found that 43% of 226 public primary schools 
investigated were selling fried food and 28% were selling crispy snacks. Fruit 
juices containing added sugar had become the most popular beverage item sold 
or provided in these schools.36 
Foods high in saturated fats, added sugars and salt have become more 
affordable in Thailand in recent years. While minimum wage and salary rates 
increased in recent decades, the prices of popular energy-dense foods did not 
change. In 2011, hamburgers and soft drinks were the most affordable food 
products (2-2.5 times more affordable than in 2002), followed by ready 
meals.33 The affordability of these unhealthy foods increases access and 
therefore the intake of these foods among Thai people.  
The changes in food promotion, availability, accessibility and affordability 
significantly affect people’s dietary behaviours.5,6,39,40  
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1.4 Policies for prevention and control of overweight and 
obesity and diet-related NCDs  
A range of policy approaches has been recommended to tackle the epidemic of 
overweight and obesity and NCDs, including their determinants. The World 
Health Organization (WHO)’s most recent Global NCD Action Plan 
recommends policy options for governments to promote a healthy diet.41 They 
include engaging food retailers and caterers in efforts to improve the 
availability, affordability and acceptability of healthier food products, 
increased availability of healthy food in all public institutions, use of economic 
tools such as taxes and subsidies to create incentives for consumption of 
healthier food products, and nutrition labelling on all pre-packaged foods. The 
recommendations also include ensuring availability of infrastructures and 
resources, including funding, information systems, human workforce capacity 
and multi-sectoral partnerships to support policy implementation.15,41  
Since the emergence of the first international documents and calls for action on 
overweight and obesity and diet-related NCDs, starting with the 2004 Global 
Strategy on Diet, Physical Activity and Health42, several government policies 
and actions have been launched in Thailand, taking into account the global 
recommendations. They include: 
 the nationwide campaign ‘Fatless Belly Thais’, launched by the 
Department of Health in 2008, designed to raise awareness about 
overweight and obesity and to encourage Thai people to reduce their 
weight by engaging in more physical activity and eating healthier 
foods43;  
 restrictions on radio and television advertising of unhealthy food 
products to children, introduced in 200834;  
 food labelling policy to promote snack foods with 25% less sugar, fat 
and sodium than the original products, since 200944;  
 the Thai Food Drug Administration (FDA)’s introduction of the 
Guideline Daily Amounts (GDAs) labelling system to promote 
healthier food choices on certain food categories, in 201134;  
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 a joint Ministry of Public Health and Ministry of Education policy to 
ban sugary beverages in schools, implemented in 201345;  
 a new voluntary front-of-pack nutrition label (a ‘Healthier Choice 
logo’) for all food and drink products that meet the Thai FDA’s 
nutrient profiling scoring criteria, introduced in 201646; and  
 a sugar-sweetened beverage tax policy, adopted by the National 
Legislative Assembly in 2016, with effect from March 2017.47  
However, there is no clear evidence showing the progress the Thai 
Government has made in implementing these policies. 
 
1.5 The need to strengthen government policy monitoring and 
evaluation 
The WHO global recommendations include establishing and strengthening 
country-level surveillance and monitoring as a top priority in tackling NCDs 
and their determinants.15 One major component of the surveillance system is 
monitoring and evaluating individual country capacity and health-system 
responses to address NCD prevention and control, as well as their progress 
over time.  
In recent years, various organisations have attempted to respond to this 
recommendation. In many countries the WHO’s monitoring system has led the 
response rather than national governments, while sometimes it has been 
managed by non-government organisations (NGOs) in specific areas. For 
example, INFORMAS developed the Healthy Food Environment Policy Index 
(Food-EPI) to assess government progress towards good practice in improving 
food environments and implementing obesity/NCDs prevention policies and 
actions.48 Another example is the NOURISHING2 framework, developed by 
                                                     
2 Each letter in the word NOURISHING represents one of ten areas where governments need to take 
action. 
N = Nutrition label standards and regulations on the use of claims and implied claims on food 
O = Offer healthy food and set standards in public institutions and other specific settings 
U = Use economic tools to address food affordability & purchase incentives 
R = Restrict food advertising and other forms of commercial promotion 
I = Improve nutritional quality of the whole food supply 
S = Set incentives and rules to create a healthy retail and food service environment 
H = Harness food supply chain & actions across sectors to ensure coherence with health 
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the World Cancer Research Fund International to help policymakers 
worldwide to identify where action is needed to promote healthy diets, reduce 
overweight and obesity and NCDs.49 Despite no specific monitoring and 
evaluation mechanism for food environments, the WHO conducts periodic 
assessment of national capacity for NCD prevention and control through the 
use of a global survey of Member States known as the NCD Country Capacity 
Survey50, which allows countries and the WHO to at least monitor progress 
and achievements in expanding capacities to respond to the NCD epidemic.  
In other public health areas (such as breast milk, alcohol and tobacco), 
monitoring and evaluation systems for government performance are relatively 
advanced and have been used for assessing changes over time in a range of 
countries.51-55 For example, the International Baby Food Action Network 
(IBFAN) developed the World Breastfeeding Trends Initiative (WBTi) tool to 
track and monitor status and benchmark the progress of implementation of the 
WHO Global Strategy for Infant and Young Child Feeding, as well as 
implementation of the international code of marketing of breast milk 
substitutes.51-53 In 2016, 113 countries worldwide implemented the WBTi. In 
the alcohol area, the WHO released its Global Information System on Alcohol 
and Health in 1997 to assess and monitor the health situation and trends related 
to alcohol consumption, alcohol-related harm and policy responses at national 
level in Member States.54 The WHO also introduced a package of measures 
(under the acronym MPOWER3) to monitor tobacco use and implementation 
of prevention policies, contained in the WHO Framework Convention on 
Tobacco Control, in 2008.55 These monitoring and evaluation approaches are 
essential to track and assess the progress of policies and actions, enabling 
governments to identify gaps for continual improvement of the implementation 
process. Governments can use monitoring and evaluation data to improve their 
accountability for preventing overweight and obesity and NCDs.56 
                                                                                                                                            
I = Inform people about food & nutrition through public awareness 
N = Nutrition advice and counselling in health care settings 
G = Give nutrition education and skills 
3 WHO has introduced the MPOWER package of six proven policies: 
M = Monitor tobacco use and prevention policies, 
P = Protect people from tobacco smoke, 
O = Offer help to quit tobacco use, 
W = Warn about the dangers of tobacco, 
E = Enforce bans on tobacco advertising, promotion and sponsorship, and 
R = Raise taxes on tobacco 
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In Thailand a monitoring and evaluation system has been in place to track the 
progress of policy implementation since 1990s.57 However, the system focuses 
on measuring the impacts of policies on health outcomes (such as prevalence 
of NCDs and their risk factors) rather than assessing policies being 
implemented for prevention of overweight and obesity and NCDs. The existing 
system includes the National Health Examination Survey system19 and the 
National Behavioural Risk Factor Surveillance System58 operated by the 
Ministry of Public Health. There is also a standalone national information 
system under the National Statistical Office, which contributes to monitoring 
the general situation of the country such as health-related behaviours, 
economics, population and society, environment and energy, and agriculture 
and fisheries. However, it does not specifically address the performance of any 
particular policy.59  
Thailand lacks a system for assessing the country’s capacity to mobilise 
policies and actions (e.g. political leadership, infrastructures and resources). 
Despite the availability of monitoring and evaluation data, this information has 
not been used for improving policy implementation.60 Policy monitoring and 
evaluation processes receive less investment from Thai policymakers and 
system administrators than policy formation and implementation. This was 
evident in the government’s budget allocation for policy interventions, which 
did not include a budget for programme monitoring and evaluation.61 
 
1.6 Opportunities and challenges  
The ongoing epidemiological, economic, technological and social changes in 
Thailand create challenges in tackling overweight and obesity and diet-related 
NCDs. Although effective and cost-effective approaches are available, when 
this PhD project began there was no clear evidence on how much progress the 
Thai Government had made in implementing food environment policies and 
actions or whether there were any facilitators or barriers to food environment 
policy implementation. The Thai Government had not monitored or evaluated 
its performance in preventing these health problems; a systematic analysis of 
the government’s response was needed.  
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This PhD project focused on monitoring and evaluating the implementation of 
government policies and actions to create healthy food environments for 
preventing overweight and obesity and diet-related NCDs in Thailand, and 
specifically the barriers and facilitators to implementation.  
 
1.7 Chapter summary  
This chapter sets the scene for the PhD project. It provides an overview of 
overweight and obesity and diet-related NCDs both globally and in Thailand, 
and the significant influence of food environments on people’s diets. It 
highlights existing evidence-informed, effective interventions to prevent 
overweight and obesity and diet-related NCDs, and the policies and practices 
of the Thai Government to address overweight and obesity and diet-related 
NCDs. Moreover, it discusses the importance of monitoring and evaluating 
policy implementation and the existing monitoring and evaluation system for 
public health-related policies. The research question, aim and objectives of the 
PhD project are presented in the section below, and the thesis structure in the 
following section. 
 
1.8 Research question, aim and objectives  
Research question 
How can Thailand enhance the implementation of government policies and 
actions to create healthy food environments for preventing obesity and diet-
related NCDs? 
 
Research aim 
To analyse the implementation of government policies and actions to create 
healthy food environments for preventing obesity and diet-related NCDs in 
Thailand. 
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Research objectives 
1) To review methods and tools for assessing the extent of implementation of 
government policies and processes to create healthy food environments for 
preventing overweight and obesity and diet-related NCDs. 
2) To adapt methods and tools identified in the literature review (Objective 1) 
to the Thai context. 
3) To assess the extent of implementation of government policies and actions 
to create healthy food environments for preventing overweight and obesity 
and diet-related NCDs in the Thai context using the adapted methods and 
tools (Objective 2). 
4) To critically analyse the implementation process of food environment 
policies in Thailand, and particularly to identify barriers and facilitators to 
implementation. 
5) To interpret and explain the results, taking into account the influences of 
key stakeholders and broader contexts such as political and historical 
contexts.  
6) To prepare policy recommendations for improving the healthiness of food 
environments for preventing overweight and obesity and diet-related NCDs 
in Thailand, including tools for monitoring and evaluating government 
policies and actions on food environments.  
 
1.9 Thesis structure 
This thesis is organised into seven chapters. Chapters two and four include 
peer-reviewed publications that resulted from the PhD project.     
Chapter One examines the problems of overweight and obesity and diet-related 
NCDs and government responses, and presents basic information about 
Thailand and Thai food and nutrition policies and actions. It also presents the 
scope of this PhD project. 
Chapter Two presents a review of methods and tools to assess the 
implementation of government policies and actions to create healthy food 
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environments for preventing overweight and obesity and diet-related NCDs, 
focusing on assessing the extent of policy implementation and the 
implementation process. This chapter also presents a review of policy 
processes with a focus on policy implementation, including factors influencing 
effective implementation to generate the conceptual themes and frameworks of 
analysing implementation of selected government policies and actions, in 
particular barriers and facilitators. The reviews guided development of 
methods to assess the implementation level of government policies on food 
environments (Research Objectives 2 and 3) and analyse the implementation 
process (Objective 4). 
Chapter Three describes the research methodologies and methods employed 
for Studies 1 and 2 of the PhD project.  
Chapter Four presents the results of the assessment of the extent of the 
implementation of government policies and actions to create healthy food 
environments for preventing overweight and obesity and diet-related NCDs in 
Thailand (Study 1).  
Chapter Five presents the results of analysing barriers and potential facilitators 
to implementation of selected government policies to create healthy food 
environments for preventing overweight and obesity and diet-related NCDs in 
Thailand (Study 2).  
Chapter Six presents in-depth discussion of this PhD project. It summarises the 
main findings of the project, and discusses major implications for policy and 
practice and the strengths and weaknesses of the research, including the study 
design and methods used. Finally, this chapter lays out possible future research 
directions.  
Chapter Seven presents the conclusions and recommendations derived from 
the study’s findings. 
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Chapter 2 Literature Review 
 
2.1 Chapter overview  
This literature review chapter provides an analysis of previous research in the 
fields of public health, nutrition policy and implementation science to inform 
the development of methods and tools for analysing the implementation of 
government policies and actions to create healthy food environments for 
preventing overweight and obesity and diet-related NCDs in Thailand.  
This chapter contains two separate reviews, one of which was the PhD 
candidate published as the first author. The two reviews align with Studies 1 
and 2 in this project. The first review explored the literature on methods and 
tools for assessing the extent of implementation of government policies and 
actions on food environments (aligns with results in Chapter 4). The findings 
from this review helped inform appropriate methods and tools for assessing the 
extent of implementation of food environment policies and the implementation 
process in the Thai context. The second review explored the literature on 
policy processes with a focus on policy implementation, in particular 
theoretical approaches used to explain implementation, including factors 
influencing it (aligns with results in Chapter 5). Findings from the second 
review helped inform the development of an interview guide for identifying 
barriers and facilitators to the implementation of the selected government 
policies. 
This chapter is structured in a manuscript format. The chapter begins with a 
published manuscript that presents the first review (Section 2.2). It will be 
followed by the second review (Section 2.3), including background, method, 
results and conclusion. The chapter ends with a summary.  
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2.2 A review of methods and tools to assess the implementation 
of government policies to create healthy food environments 
for preventing obesity and diet-related non-communicable 
diseases 
The work presented in this section has been published as:  
Phulkerd S, Lawrence M, Vandevijvere S, Sacks G, Worsley A, 
Tangcharoensathien V. A review of methods and tools to assess the 
implementation of government policies to create healthy food environments 
for preventing obesity and diet-related non-communicable diseases. 
Implementation Science. 2016; 11:1-13. 
 
2.2.1 Background 
Unhealthy food environments, particularly the greater availability of and 
access to heavily marketed ultra-processed food products39 play a significant 
role in creating unhealthy diets62,63 which are one of major risk factors of 
obesity and diet-related non-communicable diseases (NCDs).15   
Food environments have been defined as the collective physical, economic, 
policy and sociocultural surroundings, opportunities and conditions that 
influence people’s food and beverage choices and nutritional status.64 Food 
environments are complex and are composed of multiple aspects, including 
food composition, food labelling, food marketing, food retail, food provision, 
food prices and food in trade and investment agreements.5,64 It is well 
recognised that efforts to improve the healthiness of food environments will 
need multi-level, multi-actor engagement.41 
Globally, there has been limited implementation of government policies to 
create healthy food environments.65 Those policies that have been 
implemented include nutrition information panels, front-of-pack labelling and 
regulations on the use of nutrition and health claims on foods, provision of 
healthy foods and nutrition standards in public institutions and other specific 
settings, economic tools to address food affordability, restricting unhealthy 
food advertising to children, improving nutritional quality of the whole food 
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supply, incentives and rules to create a healthy retail and food service 
environment, and zoning laws and policies to place limits on the density or 
location of quick serve restaurants or other outlets selling mainly unhealthy 
foods in communities.49 
In the context of the limited implementation of government policies, there have 
been recent calls to increase accountability for government action to increase 
the healthiness of food environments. The assessment and evaluation of policy 
implementation, is increasingly being recognised as a key mechanism for 
enhancing government accountability.56,66-68  
High quality methods and tools are needed to conduct this assessment and 
evaluation. However, there has not been a systematic review of the quality of 
existing methods and tools used to assess the implementation of government 
policies related to food environments.  
The objective of this study was to review and assess the quality of existing 
methods and tools used to assess the government implementation of food 
environment policies. This will help to inform the choice and harmonization of 
methods and tools for assessing the implementation of government policies 
and the implementation process to create healthy food environments for 
preventing obesity and diet-related NCDs.68 The harmonization of methods 
and tools for assessment of policy implementation is considered valuable to 
compare the extent of policy implementation and barriers/facilitators to policy 
implementation across countries. 
 
2.2.2 Methods 
We conducted a systematic search of published and grey literature to review 
methods and tools used to assess governments’ implementation of policies and 
actions to create healthy food environments for preventing obesity and diet-
related NCDs. The grey literature in this review refers to non-academic 
publications, including publically-available documents such as government 
reports, newsletters, fact sheets, working papers, technical reports, conference 
proceedings, and policy documents. Recognising the broad extent of existing 
literature on assessment and evaluation of policy impacts and outcomes, we 
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focused on assessing the quality of the methods used for assessing the extent of 
policy implementation and the policy implementation process, including 
barriers and facilitators to policy implementation.  
We first performed a search of peer reviewed literature using the following 
electronic databases: MEDLINE (1950 to March 2015), Scopus (1960 to 
March 2015), Cochrane Library (1898 to March 2015) and Web of Science 
(1964 to March 2015). Then, reference lists of included articles were searched 
for additional relevant studies. Websites of international health, food and 
nutrition organizations (i.e. World Health Organization (WHO) including 
WHO regions, Food and Agriculture Organization of the United Nations, 
International Food Policy Research Institute, the Organisation for Economic 
Co-operation and Development, Institute of Medicine (USA)) were hand 
searched in order to identify additional publications. Websites pertaining to 
government organizations related to health, food and agriculture in countries 
mentioned on the aforementioned websites (i.e. UK, Canada, Australia, New 
Zealand, Norway, Finland, Scotland, South Africa, Ghana, Thailand and USA) 
were also consulted for additional documents.  
A search strategy was developed for MEDLINE and revised appropriately for 
the other databases. The key search terms were based on definitions of 
different aspects of food environments, developed by the International 
Network for Food and Obesity/NCDs Research, Monitoring and Action 
Support (INFORMAS).25 These key aspects of food environments include: 
food composition, food labelling, food promotion, food prices, food provision, 
food retail, food production and food trade and investment. These search 
keywords were used in combination with other groups of keywords which 
covered: ‘monitoring’ and/or ‘evaluation’ or ‘assessment’, ‘government 
policy’ and/or ‘government action’, and ‘obesity’ and/or ‘NCDs’. Searches 
through Medical Subject Headings (MeSH) for MEDLINE were conducted to 
identify other synonyms for the original keywords to be included in the search 
strategy.  
The following search strategy was developed for MEDLINE: ("Policy"[Mesh]) 
AND (Public OR Government) AND (environment* OR ("Nutritive 
Value"[Mesh] OR food composition*) OR ("Food Labeling"[Mesh] OR "Food 
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Labeling"[Mesh]) OR ("Marketing"[Mesh] OR food promotion OR food 
marketing) OR (food tax* OR beverage tax* OR food subsid* OR food 
pricing) OR (food retail* OR food availability OR zoning* OR outlet density 
OR outlet proximity) OR (food provision OR food service) OR (food trade* 
OR food investment OR food production)) AND ("Evaluation Studies as 
Topic"[Mesh] OR Monitor* OR benchmark*) AND (obes* OR non-
communicable disease* OR noncommunicable disease* OR diabetes OR 
cancer* OR cardiovascular disease* OR coronary heart disease*). 
Potentially relevant papers and documents which met the following criteria 
were selected by screening the titles and abstracts. The criteria for inclusion 
were that the study had to 1) assess the existence and/or level of 
implementation of policies and actions, or the implementation process of 
policies and actions; 2) cover policy aimed at improving the healthiness of 
food environments for preventing diet-related NCDs, including their risk 
factors, such as obesity; 3) cover policy developed by governmental bodies and 
officials, 4) be written in English and published up until March 2015, and 5) 
specify the tools used. The full texts of relevant articles for which the 
relevance could not be determined from the abstract alone, were also 
examined. Studies which only focused on government policies and actions 
directed at the treatment or management of obesity and diet-related NCDs, and 
food and nutrition related policy in general were excluded. Studies which did 
not focus exclusively on food environment related policies in the context of 
implementation and for obesity and diet-related NCD prevention were also 
excluded. Moreover, studies, which did not explicitly identify barriers or 
facilitators to implementation were excluded. 
 
Quality assessment of methods and tools 
The quality and feasibility of methods and tools included in this review was 
assessed. There are many different sets of criteria for assessing the quality and 
feasibility of research methods69-74, but due to the nature of the tools and 
methods identified in this review (including both quantitative and qualitative 
methods and highly specific subject matter), no relevant tools were found that 
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could provide a relevant overall assessment of the quality of study tools and 
methods. This study thus selected the criteria based on a review of the public 
health and political science literature to determine the assessment criteria most 
commonly used to assess the quality and feasibility of methods and tools.69-74 
This was supplemented by the authors’ judgment on the applicability of 
assessment criteria for this study that includes both quantitative and qualitative 
studies. The following four criteria were considered most relevant to critically 
assessing the quality of the methods and tools used for measuring policy 
implementation in this context: quality (comprehensiveness, relevance, and 
generalisability) and 4) feasibility.  
All tools and methods were assessed against these criteria and the results were 
combined to form an overall quality rating for each tool/method (see Table 2.1 
for more details of criteria and standards for quality assessment of the methods 
used). This quality assessment was completed by two independent reviewers in 
a two-step process. The first reviewer assessed the quality of all studies, and 
then the quality of a 10% random sample of the reviewed studies was assessed 
independently by the second reviewer. The 10% of the study sample size is a 
common practice for random sampling in many research areas, including 
literature reviews.75-86 The two reviewers were in consensus on the quality of 
all papers in the 10% sample. 
Table 2.1 Criteria and standards for quality assessment of methods and tools 
Criteria for 
assessment 
Standards 
Comprehensiveness Refers to the ability of the methods and tools to adequately capture 
core aspects of the study topic, which are food environments in this 
case. The proportion of key aspects of food environments (as 
identified by INFORMAS (14)) captured was evaluated as follows: 
‘Low’ comprehensiveness means only 1-2 aspects (food composition, 
food labelling, food prices, food provision, food promotion, food 
retail, food production, and food trade and investment) were 
included. 
‘Medium’ comprehensiveness means 3-5 aspects of food 
environments were included. 
‘High’ comprehensiveness means > 6 aspects of food environments 
were included. 
Generalisability Refers to the degree to which the results of the study are 
generalisable to other groups of people or contexts. The methods and 
tools used in the studies can be assessed as follows: 
‘Low’ if the methods and tools are mostly country-specific. 
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Criteria for 
assessment 
Standards 
‘Medium’ if they are applicable in other countries/contexts. 
‘High’ if they are applicable globally. 
Relevance Refers to the degree to which the results of the study are relevant and 
accurate to the people and conditions assessed by the studies. The 
assessment takes into account the following aspects: at least 50 
percent response rate from participants; measurement tools are pre-
tested; the sample is representative of the target population; and 
reported data are verified by using another source of data (e.g. 
secondary data and direct observation). The process for assessing 
relevance can be described in detail by the following steps: 
Step 1 Assess all four individual sub-criteria (at least 50% response 
rate, representative sample, pre-tested tool, verified reported data) 
using Yes/No rating. 
Step 2 Make the overall assessment as follows: 
‘Low’ if the study meets 1 of 4 sub-criteria or does not meet any sub-
criteria 
‘Medium’ if a study meets 2 of 4 sub-criteria 
‘High’ if a study meets at least 3 of 4 sub-criteria 
Feasibility  
 
Refers to the ease and practicality of applying the methods and tools. 
The following aspects should be taken into account for the 
assessment: easy to administer (e.g. low human resource and 
technical skills required), and interpretable (being supplemented by 
detailed instruction or guides for using the methods and tools and 
interpreting results).  
The feasibility was assessed based on the authors’ judgement by 
comparing the relative feasibility across these studies. Each study 
was rated as ‘high’, ‘medium’ or ‘low’ feasibility.  
Overall assessment The overall quality of the methods and tools for each study was rated 
as ‘Low’, ‘Medium’ or ‘High’ based on the collective assessment for 
the four individual assessment criteria (each criteria had the same 
weighting) as follows:    
Low: Two or more Low ratings for any of the assessment criteria. 
Medium: Three High plus one Low rating for any of the assessment 
criteria; four Medium ratings; two High plus one Medium plus one 
Low rating for any of the assessment criteria; one High plus three 
Medium ratings for any of the assessment criteria; three Medium plus 
one Low rating for any of the assessment criteria; or one High plus 
two Medium and one Low rating for any of the assessment criteria. 
High: Four High ratings; three High plus one Medium rating for any 
of the assessment criteria; or two High plus two Medium ratings for 
any of the assessment criteria. 
Those studies which provided insufficient information to assess 
against any individual criteria were rated as not applicable (N/A) for 
the overall quality assessment of methods and tools. 
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2.2.3 Results 
The extensive search of four electronic databases yielded 16,952 articles. After 
screening for duplicates, titles and abstracts, and assessment of full texts, there 
were 34 articles that met the study criteria. In addition, seven published reports 
from the grey literature and 11 papers identified from the references of already 
included studies were also included. In total, 52 articles were included in the 
review (Figure 2.1). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Electronic Database Search 
(n = unique articles after searching) 
MEDLINE (n=224), Cochrane Library (n=128), Scopus 
(n=15,809), Web of Science (n=791) 
Grey Literature Search  
7 relevant documents 
Title and Abstract Screening 
93 relevant articles 
Full Text Review  
34 relevant full texts 
Full Text Extraction 
52 relevant articles 
Reference Review 
11 relevant references 
Duplicates 
156 articles 
 
Figure 2.1 Summary of the literature search process 
Of the identified 52 relevant articles, 24 articles focused on assessing the 
extent of implementation of food environment policies and actions, 14 articles 
aimed to evaluate the policy implementation process or barriers/facilitators to 
policy implementation and 14 articles included both. Forty three of the 52 
relevant articles were conducted in high-income countries, 2 were conducted in 
low or middle income countries, and 7 were carried out across world regions or 
at a global level (Table 2.2). 
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Table 2.2 Characteristics of the studies identified in the review 
Number of studies (%) 
Study country  
America 
   Canada  4 (7.7) 
   USA  25 (48.1) 
Asia Pacific  
   Australia 9 (17.3) 
   New Zealand 2 (3.8) 
Europe 
   United Kingdom 1 (1.9) 
   Norway 2 (3.8) 
   Scotland 1 (1.9) 
Asia 0 (0.0) 
Africa 0 (0.0) 
Multiple countries 8 (15.4) 
Scope of study 
Assessing extent of policy implementation 24 (46.2) 
Assessing policy implementation process 14 (26.9) 
Both assessing the extent of policy 
implementation and the implementation process 14 (26.9) 
Study design 
Quantitative  17 (32.7) 
Qualitative 22 (42.3) 
Mixed methods 11 (21.2) 
Others (guidelines and frameworks) 2 (3.8) 
 
Assessing the extent of implementation of food environment policies  
Overview  
The literature search yielded 24 relevant studies which specifically focused on 
assessing the extent of the policy implementation by governments, and 14 
studies which examined the assessment of extent of the implementation 
together with the evaluation of the implementation process. Most studies 
(n=30) were single-country studies, which were conducted in high-income 
countries, while some (n=8) were multi-country studies, conducted across 
world regions or at a global level. Both quantitative methods (e.g. self-
administered questionnaires) and qualitative methods (e.g. semi-structured 
interviews, focus group interviews and document review), or a combination of 
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those, were used to assess the policy implementation by governments; however 
quantitative methods were more frequently applied. Table 2.3 summarizes the 
identified studies by year of publication and summarizes the data of each study 
by study country; objective of the study; policy levels and settings; policy 
areas; aspects measured by the study; design and methods; tools including 
scale used; and overall quality of the method/tool. More detailed results from 
the quality assessment are provided in Table 2.4.  
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Table 2.3 Summary of identified studies assessing the extent of policy implementation 
Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
WHO 
(2011)15 
Global To assess the current 
global status of NCDs 
including current state of 
progress countries are 
making to address these 
diseases in terms of 
policies and plans, 
infrastructure, 
surveillance and 
population-wide and 
individual interventions 
National 
level 
(detail on 
setting not 
given) 
NCDs and risk 
factors such as 
tobacco, harmful use 
of alcohol, 
breastfeeding, 
physical activity and 
unhealthy diets 
(no specific details 
on food 
environments given) 
The existence of 
implementation of 
policy of WHO 
Member States to 
NCDs and risk 
factors against 
recommendations of 
the Global Strategy 
for the Prevention 
and Control of 
NCDs 
Qualitative method: 
review of data from 
self-administered 
survey questionnaires  
The WHO global 
questionnaire tool 
on assessment of 
national capacity for 
NCD prevention and 
control  
[Yes vs No per 
item/indicator and 
comparison to 
baseline] 
Medium 
Swinburn et 
al. (2013)64 
Global To assess government 
policies and actions for 
creating healthy food 
environments 
National 
and 
subnationa
l level, 
various 
settings 
Food composition, 
food labelling, food 
prices, food 
provision, food 
promotion, food 
retail, food 
production, and food 
trade and investment 
The existence and 
level of 
implementation of 
food environment 
policies 
Mixed methods:  
cross-sectional study 
using document review, 
expert consultations and 
self-administered 
questionnaires with 
non-government 
stakeholders 
The INFORMAS 
Healthy Food 
Environment Policy 
Index  
[0-5 per indicator 
where 0=less than 
20% implemented 
compared to 
international best 
practice, and 5=80-
100% 
implementation] 
High 
WHO 
(2013)65 
Global To assess progress of 
implementation of 
National 
and sub-
Nutrition-related 
NCDs and 
- The existence and 
level of 
Quantitative method: The WHO Global 
Nutrition Policy 
High 
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Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
existing national policies 
and institutional 
environments related to 
nutrition 
national 
levels, 
various 
settings 
malnutrition 
(including food 
labelling, food 
promotion, food 
composition, food 
provision and food 
prices) 
implementation of 
nutrition policies 
and programmes  
- Implementation 
coverage  
cross-sectional survey 
using self-administered 
questionnaires with 
government officials of 
the WHO Member 
States  
Review 
questionnaire tool 
[Yes vs No per 
indicator and 
comparison to 
baseline] 
Ardzejewska 
et al. (2013)87 
Australia To investigate the 
barriers and facilitators 
to, and the extent of the 
implementation of, the 
New South Wales 
(Australia) ‘Healthy 
School Canteen Strategy’ 
State 
level, 
school 
setting 
Food provision The existence of 
implementation of 
the New South 
Wales ‘Healthy 
School Canteen 
Strategy’ 
Quantitative method: 
cross-sectional survey 
using questionnaires 
with schools 
The Audit Form  
[number of actions 
implemented across 
different schools] 
Low 
Hawkes et al. 
(2011)88 
Global To describe the global 
regulatory environment 
around food marketing to 
children in 2009 and to 
identify changes in this 
environment since 2006 
National 
level 
(detail on 
setting not 
given) 
Food marketing to 
children 
The existence of 
government policies 
and actions on food 
marketing to 
children  
Qualitative methods: 
cross-sectional study 
using document review 
and in-depth interviews 
with government and 
non-government 
stakeholders 
Interview template 
on policies and 
regulations on food 
marketing to 
children  
[proportion of 
countries with 
actions on food 
marketing (%)] 
Medium 
Holthe et al. 
(2011)89 
Norway To examine how schools 
implemented the national 
guidelines for healthy 
school meals and the 
National 
level, 
school 
setting  
Food provision The level of 
implementation of 
Norwegian national 
guidelines for 
Mixed methods:  
cross-sectional study 
using document review, 
self-administered 
Interview guide and 
observation form  
[narrative report] 
Low 
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Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
extent to which the 
degree of implementation 
was related to the 
organizational capacity 
of schools 
healthy school 
meals 
questionnaires, focus 
group interviews with 
teachers and students, 
and school observations 
(tool not specified 
for questionnaire) 
[Yes, Partial, No per 
element] 
Rodriguez-
Fernandez et 
al. (2014)90 
53 WHO 
European 
Member 
States 
To assess current salty 
reduction policies in 
countries of the WHO 
European Region against 
the backdrop of varying 
levels of human 
development adjusted for 
income, education and 
health (longevity) 
inequalities 
National 
level 
(details on 
settings 
not given) 
Food composition 
and food labelling 
The existence and 
level of 
implementation of 
salt reduction policy 
including 
infrastructure 
supports (i.e. 
industry 
involvement and 
monitoring and 
evaluation 
mechanism) 
Qualitative method:  
cross-sectional study 
using document review 
and electronic 
communication with the 
WHO Nutrition 
Counterparts in the 
European Member 
States    
The EU framework 
and  eight essential 
steps proposed by 
WHO  
[3 levels per 
indicator where 
level 1=fully 
implemented, 
level2=‘partially 
implemented/planne
d, and level3=non-
existent] 
Medium 
Seo (2009)91 USA 
(Indiana) 
To investigate the impact 
of the law in terms of 
school food policies and 
food preparation 
practices using a 
prospective design 
Federal 
level, 
school 
setting  
Food provision  The existence of 
implementation of 
school food policies 
and food preparation 
practices  
Quantitative method: 
cohort study using self-
administered 
questionnaires with 
school principals or 
food service directors in 
2006 and 2007 
Adaptive CDC 
School Health 
Policies and 
Programs Study 
2000 Questionnaire 
[Yes vs No per item 
and comparison to 
baseline] 
Low 
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Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
Silberfarb  
(2014)92 
USA 
(Minnesota
) 
To assess multicity 
implementation of 
healthful food access 
policy, systems, and 
environmental changes 
Local 
level, 
various 
settings 
 
Food provision and 
food promotion 
The existence of 
implementation of 
policies including 
infrastructure 
supports (i.e. 
monitoring 
mechanism) 
Quantitative method:  
cross-sectional survey 
using self-administered 
questionnaires with 
multiple city officials 
A policy checklist  
[Yes vs No per 
indicator] 
 
 
Low 
Vandevijvere 
et al. (2014)93 
New 
Zealand 
To describes the design 
and methods of 
comprehensive national 
survey on the healthiness 
of food environments and 
the public and private 
sector policies 
influencing them 
National 
and 
subnationa
l level, 
various 
settings  
Food composition, 
food labelling, food 
prices, food 
provision, food 
promotion, food 
retail, food 
production, and food 
trade and investment 
The existence and 
level of 
implementation of 
policies  
Mixed methods:  
cross-sectional study 
using document review, 
expert consultations and 
self-administered 
questionnaires with 
non-government 
stakeholders 
The INFORMAS 
Healthy Food 
Environment Policy 
Index  
[0-5 per indicator 
where 0=less than 
20% implemented 
compared to 
international best 
practice, and 5=80-
100% 
implementation] 
High 
Vandevijvere 
et al. (2015)94 
New 
Zealand 
To pilot test the 
INFORMAS Healthy 
Food Environment 
Policy Index (Food-EPI), 
and revise the tool and 
process 
National 
and 
subnationa
l level, 
various 
settings  
Food composition, 
food labelling, food 
prices, food 
provision, food 
promotion, food 
retail, food 
production, and food 
trade and investment 
The existence and 
level of 
implementation of 
policies  
Mixed methods:  
cross-sectional study 
using document review, 
expert consultations and 
self-administered 
questionnaires with 
non-government 
Food-EPI tool 
[0-5 per indicator 
where 0=less than 
20% implemented 
compared to 
international best 
practice, and 5=80-
High 
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Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
stakeholders 100% 
implementation] 
Olstad et al. 
(2014)95 
Canada To assess how current 
environments and 
policies in Canada 
support or create barriers 
to improving children's 
dietary behaviours and 
body weights 
National, 
provincial/
local and 
organizati
on  levels, 
various 
settings 
Food  and nutrition 
education, and 
breast-milk feeding 
(including food 
composition, food 
labelling, food 
provision, food 
promotion and food 
retails) 
The level of 
implementation of 
food environment 
and nutrition 
policies and actions 
targeting children 
Mixed methods:  
cross-sectional study 
using document review, 
expert consultations and 
self-administered 
questionnaires with 
researchers, members 
of the Active Healthy 
Kids Canada Research 
Work Group, and 
policymakers and 
practitioners  
The Report Card on 
Healthy Food 
Environments and 
Nutrition for 
Children in Canada 
[Grade A to F where 
A=being 
implemented so as 
to affect a large 
majority of children 
and youth, and 
F=being 
implemented so as 
to affect very few 
children and youth] 
Medium 
WHO/Europe 
(2013)96 
Norway To evaluate the 
Norwegian Action Plan 
on Nutrition 2007–2011 
National 
and local 
levels, 
various 
settings 
Food and nutrition, 
physical activity and 
education 
(including food 
composition, food 
provision, food 
retail, food 
labelling, food 
prices and food 
promotion) 
The existence of 
implementation of 
the Norwegian 
Action Plan on 
Nutrition 2007-2011 
Qualitative methods: 
cross-sectional study 
using document review 
and in-depth interviews 
with policy makers and 
government and non-
government 
stakeholders 
Thematic matrix for 
guiding the 
interviews 
[narrative report] 
 
Medium 
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Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
Mâsse et al. 
(2013)97 
Canada To explore the factors 
which impeded or 
facilitated the 
implementation of 
publicly mandated 
school-based physical 
activity and nutrition 
guidelines in the 
province of British 
Columbia (BC), Canada 
Provincial 
level, 
school 
setting 
Food and nutrition, 
physical activity and 
education  
(including food 
provision)  
The level of 
implementation of 
publicly mandated 
physical activity and 
food and beverage 
sales guidelines  
Qualitative method: 
cross-sectional study 
using semi-structured 
interviews with school 
principals and key 
teachers/school 
informants 
Interview guide with 
broad open-ended 
questions with 
probes 
[narrative report] 
Low 
Martin et al. 
(2013)98 
Australia To develop a 
benchmarking tool for 
government action on 
obesity prevention, 
implement it across 
Australian jurisdictions 
and to publicly award the 
best and worst 
performers 
State 
level, 
various 
settings 
Food and nutrition, 
physical activity and 
education 
(including food 
marketing, food 
price and 
affordability, food 
retail and food 
provision) 
The existence of 
implementation of 
policies and actions 
on obesity 
prevention  
Quantitative method: 
cross-sectional survey 
using self-administered 
questionnaires with key 
non-government 
informants from each 
state or territory 
The Obesity Action 
checklist 
[0-10 per indicator 
where 0=non-
existent action and 
10=fully 
implemented] 
Medium 
Barnidge et 
al. (2013)99  
USA To (1) identify types of 
environmental and policy 
interventions being 
implemented in rural 
communities to promote 
physical activity or 
healthy eating, (2) 
identify barriers to the 
Federal 
level, 
communit
y setting 
Food and nutrition, 
physical activity and 
education  
(including food 
provision and food 
production) 
The existence of 
implementation of 
environmental or 
policy interventions 
to promote physical 
activity and/or 
healthy eating in 
rural communities 
Qualitative method: 
cross-sectional study 
using in-depth 
interviews with public 
health professionals 
from non-profit or local 
governments  
Interview protocol 
[number of actions 
implemented across 
different 
communities] 
 
Low 
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Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
implementation of 
environmental or policy 
interventions, and (3) 
identify strategies rural 
communities have 
employed to overcome 
these barriers 
Anderson et 
al. (2013)100 
USA 
(New 
Hampshire
) 
To assess the extent to 
which MP-recommended 
policies and assets 
already exist in New 
Hampshire municipalities 
State 
level, 
municipali
ty setting 
Food and nutrition, 
physical activity and 
breast-milk feeding 
(including food 
promotion, food 
retail, food 
provision and food 
prices) 
The existence of 
implementation of 
policies and 
infrastructure 
supports  
Quantitative method: 
cross-sectional survey 
using online self-
administered 
questionnaires with 
municipal 
representatives 
The Implementation 
and Measurement 
Guide of 
Recommended 
Community 
Strategies and 
Measurements to 
Prevent Obesity in 
the United States 
[Yes vs No per 
item] 
Medium 
Schwartz et 
al. (2012)101 
USA 
(Connectic
ut) 
To assess the strength 
and comprehensiveness 
of 1 state’s written 
district policies using a 
coding tool, and tested 
whether these traits 
predicted school-level 
implementation and 
practices 
Federal 
level, 
school 
setting 
Food and nutrition, 
physical activity and 
education 
(including food 
provision)  
The level of 
implementation of 
district School 
Wellness policies 
Quantitative method: 
cross-sectional survey 
using self-administered 
questionnaires with 
school principals 
The 96 items 
Wellness School 
Assessment Tool 
(WellSAT-96) 
[0, 1, 2 per item 
where 0=policy 
being not in place or 
don’t know and 
2=policy being fully 
Medium 
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Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
in place] 
Phillips et al. 
(2012)102 
USA 
(Arkansas) 
To assess 
implementation of school 
policies related to 
nutrition and physical 
activity 
State 
level, 
school 
setting 
Food and nutrition, 
and physical activity
(including food 
provision and food 
promotion) 
The existence and 
level of 
implementation of 
nutrition and 
physical activity 
policies in Arkansas 
public schools from 
2004 through 2009 
Quantitative method: 
cross-sectional survey 
using self-administered 
questionnaires with 
school principals and 
district superintendents 
Scoring policy index 
system tool 
[0, partial, 1 per 
indicator where 
0=the policy did not 
exist or did not meet 
recommendations 
and 1=the policy 
existed and met 
recommendations] 
Low 
Budd et al. 
(2012)103 
USA To characterize the 
school wellness policy 
environment nationally 
and identify factors 
influencing the quality 
and effectiveness of 
policy implementation 
Federal 
level, 
school 
setting 
Food and nutrition, 
physical activity and 
education 
(including food 
provision)  
The existence of 
implementation of 
the School Wellness 
policies 
Quantitative method: 
cross-sectional survey 
using self-administered 
questionnaires with 
high school 
representatives 
The School 
Wellness Policies 
Implementation 
Questionnaire tool 
[Yes, No, Not sure 
per indicator where 
Yes=the school took 
action to implement 
the policies, and 
No=the school did 
not take action to 
implement the 
policies] 
Low 
Beam et al. 
(2012)104 
USA To evaluate interim 
progress in schools 
receiving hands-on 
Federal 
level, 
school 
Food and nutrition, 
physical activity and 
education 
The existence of 
implementation of 
the Healthy Schools 
Quantitative method: 
cross-sectional survey 
The Healthy 
Schools Program 
tool 
Low 
52 
Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
training from the Healthy 
Schools Program, the 
nation’s largest school-
based program aimed at 
preventing childhood 
obesity 
setting (including food 
provision) 
Program  using self-administered 
questionnaires with 
school representatives 
(e.g. school 
directors/principals 
teachers and food 
service managers) 
[Yes vs No per 
indicator and 
comparison to 
baseline] 
Pitt Barnes et 
al. (2011)105 
USA To describe the content 
of local wellness policies 
of 6 US school districts 
and steps taken toward 
their implementation and 
evaluation 
Federal 
level, 
school 
setting  
Food and nutrition, 
physical activity and 
education 
(including food 
provision)  
The existence of 
implementation of 
Local School 
Wellness policies 
Qualitative methods: 
cross-sectional study 
using document review, 
school visits and in-
depth interviews with 
key stakeholders 
(including food service 
directors and physical 
education staff, 
principals, teachers, 
parents, and community 
partners) 
Interview questions 
based on 
information from 
document review 
[narrative report] 
Low 
Gaines et al. 
(2011)106 
USA 
(Alabama) 
To evaluate wellness 
policies created by 
Alabama public school 
districts and progress 
made in the 
implementation of 
Alabama State 
Department of Education 
Federal 
level, 
school 
setting 
Food and nutrition, 
physical activity and 
education 
(including food 
provision and food 
promotion) 
The existence of 
implementation of 
Alabama public 
school district 
Wellness policies 
against federal 
requirements, and of 
districts’ 
Quantitative method: 
cross-sectional survey 
using self-administered 
questionnaires with 
public school districts 
The policy content 
checklist  
[proportion of 
districts 
implemented (%)] 
Low 
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Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
(ALSDE) school food 
and nutrition mandates 
implementation of 
Alabama State 
Department of 
Education mandates 
Haire-Joshu 
et al. 
(2010)107 
USA 
(Missouri) 
To develop the Missouri 
Obesity, Nutrition, and 
Activity Policy Database, 
a geographically 
representative baseline of 
Missouri’s existing 
obesity-related local 
policies on healthy eating 
and physical activity 
State 
level, 
various 
setting 
Healthy eating and 
physical activity 
including food 
environments 
(no specific details 
on food 
environments given) 
The existence of 
implementation of 
obesity-related 
policies  
Qualitative methods: 
cross-sectional study 
using document review 
and interviews with 
government and non-
government informants  
Open-ended 
questions  
[proportion of 
policies 
implemented by 
setting (%)] 
Low 
Belansky et 
al. (2010)108 
USA 
(Colorado) 
To describe changes in 
evidence-based practices 
related to healthy food 
consumption before and 
after Local Wellness 
Policies (LWPs) 
implementation; contents 
of districts’ LWPs related 
to nutrition, including 
comprehensiveness and 
strength of LWP 
wording; and school 
foodservice managers’ 
impressions about the 
impact of the LWP on 
Federal 
level, 
school 
setting  
Food and nutrition, 
physical activity and 
education 
(including food 
provision)  
The existence of 
implementation of 
Local School 
Wellness policies 
Mixed methods:  
cross-sectional study 
using in-depth 
interviews with 
foodservice managers 
and self-administered 
questionnaires with 
school principals, 
foodservice managers 
and teachers 
The 96 items 
Wellness School 
Assessment Tool 
(WellSAT-96) 
[0, 1, 2 per item 
where 0=policy 
being not in place or 
don’t know, and 
2=policy being fully 
in place] 
 
(detail not given for 
interview) 
Medium 
54 
Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
school cafeteria practices 
Longley et al. 
(2009)109 
USA To examine the process 
and outcome of wellness 
policy development in 
school districts 
Federal 
level, 
school 
setting  
Food and nutrition, 
physical activity and 
education 
(including food 
provision)  
The existence of 
implementation of 
district Wellness 
School policies 
before and after the 
federal mandate 
Mixed methods:  
cross-sectional study 
using telephone 
interviews and self-
administered 
questionnaires with 
school foodservice 
directors 
Open-ended 
questions for 
interviews  
[narrative report]  
 
(tool not specified 
for questionnaire) 
[proportion of 
policies in place 
(%)] 
Low 
Leowski et 
al. (2009)110 
11 
countries 
in South 
East Asia 
(SEA) 
region 
To assess the status of 
national capacity for 
prevention and control of 
non-communicable 
diseases (NCDs) in the 
Member States of the 
South-East Asia (SEA) 
Region of the World 
Health Organization 
(WHO) 
National 
level 
(detail on 
setting not 
specified) 
NCDs and risk 
factors including 
policies and 
programs 
recommended by 
the WHO Global 
Strategy on Diet, 
Physical Activity 
and Health  
(including food 
promotion, food 
labelling, food 
prices and food 
composition) 
The existence of 
implementation of 
national legislation, 
policies, strategies, 
and programmes on 
NCD prevention and 
control including the 
WHO Global 
Strategy on Diet, 
Physical Activity 
and Health  
Quantitative method: 
cross-sectional survey 
using self-administered 
questionnaires with the 
Ministries of Health of 
the countries of the 
SEA Region 
Adapted WHO 
global questionnaire 
tool on assessment 
of the national 
capacity for NCD 
prevention and 
control in 2001 
[comparison to 
baseline] 
Medium 
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Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
Yeatman 
(2008)111 
Australia To determine the current 
level of activity of 
Australian local 
governments in twenty-
nine food and nutrition 
action areas and whether 
the level of activity had 
changed between 1995 
and 2007 
Local 
governme
nt level, 
rural and 
urban 
settings 
Food and nutrition 
and education 
(including food 
retail and food 
provision) 
The level of 
implementation of 
activity of local 
governments 
between 1995 and 
2007 
Quantitative method: 
cross-sectional survey 
using self-administered 
questionnaires with 
local governments 
Tool developed 
based on the 
framework of 
Lester’s 1994 
overview of the 
Australian food and 
nutrition system 
[Yes vs No per 
item/indicator] 
Low 
Probart et al. 
(2008)112 
USA 
(Pennsylva
nia) 
To assess local wellness 
policies established by 
Pennsylvania public 
school districts, compare 
these policies to local 
wellness policy mandate 
requirements, and 
provide information 
about local wellness 
policy development and 
implementation 
Federal 
level, 
school 
setting  
Food and nutrition, 
physical activity and 
education 
(including food 
provision)  
The existence of 
implementation  of 
Local School 
Wellness Policies  
Quantitative method: 
cross-sectional survey 
using self-administered 
questionnaires with 
school district 
representatives 
The Local Wellness 
Policy Checklist  
[Yes vs No per 
item/indicator] 
Low 
Action for 
Healthy Kids 
(2008)113 
USA To provide a snapshot of 
the state of school 
wellness after more than 
five years of work by 
Action for Healthy Kids, 
and others, at the 
national, state, and 
Federal 
level, 
school 
setting 
Food and nutrition, 
physical activity and 
education 
(including food 
provision and food 
composition) 
The level of 
implementation of 
School Wellness 
policies after more 
than five years of 
work by Action for 
Healthy Kids, and 
Qualitative methods:  
cross-sectional study 
using in-depth 
interviews with 
authorities on health 
and education, and 
school observations 
Open-ended 
questions 
[narrative report and 
proportion of 
respondents 
reporting 
implementation 
N/A 
56 
Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
grassroots levels others (%)]  
Molaison et 
al. (2007)114 
USA 
(Pennsylva
nia, Idaho, 
Arkansas,  
Mississippi
) 
To identify attitudes of 
school nutrition directors, 
principals, teachers, and 
parents regarding a Local 
Wellness Policies (LWP) 
and barriers related to 
implementation of a 
LWP 
Federal 
level, 
school 
setting  
Food and nutrition, 
physical activity and 
education 
(including food 
provision)  
The existence of 
implementation of 
Local School 
Wellness policies 
Mixed methods: 
cross-sectional study 
using focus group 
interviews and self-
administered survey 
questionnaires with 
principals, teachers, 
parents, school nutrition 
directors, and 
community 
professionals 
Open-ended 
questions for focus 
group 
[narrative report and 
frequency of 
comments on 
specific emerging 
issues]  
 
(tool not specified 
for questionnaire) 
[proportion of 
respondents 
reporting 
implementation 
(%)] 
Low 
Yee et al. 
(2006)115 
USA To assess the progress of 
the first 20 states funded 
by the Nutrition and 
Physical Activity 
Program to Prevent 
Obesity and Other 
Chronic Diseases 
National 
level 
(detail on 
setting not 
specified) 
Nutrition and 
physical activity 
including food 
environments 
(no specific details 
on food 
environments given) 
The existence of 
implementation of 
the nutrition and 
physical activity 
program to prevent 
obesity and NCDs 
Qualitative method:  
cross-sectional study 
using document review 
The 2004 state 
semi-annual reports 
for 21 funded states 
[proportion of states 
reporting 
implementation 
(%)] 
Low 
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Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
Lang et al. 
(2006)116 
Scotland To examine the progress 
that has been made in the 
implementation of the 
Scottish Diet Action Plan 
since 1996 – what has 
been achieved and what 
remains to be done  
National 
and local 
levels, 
various 
settings 
Food and nutrition, 
breastfeeding and 
health education 
(including food 
provision, food 
retail, food 
composition, food 
promotion, food 
labelling, food 
prices and food 
production) 
The existence and 
level of 
implementation of 
the Scottish Diet 
Action Plan since 
1996 
Mixed methods: 
cross-sectional study 
using document review, 
expert reviews, self-
administered 
questionnaires with 
government and non-
government 
stakeholders, and 
discussion among key 
stakeholders  
(tool not specified 
for questionnaire) 
[narrative report] 
List of key 
questions for 
discussion 
[narrative report] 
N/A 
Lower et al. 
(2004)117 
Australia 
(rural 
Western 
Australia) 
To assess the 
implementation of the 
Australian core functions 
of public health in rural 
Western Australia 
State 
level, 
local 
setting 
NCDs and risk 
factor prevention, 
including promoting 
and supporting 
healthy lifestyle and 
healthy 
environments 
(no specific details 
on food 
environments given) 
The existence and 
level of 
implementation of 
the Australian 
public health core 
functions 
Mixed methods:  
cross-sectional study 
using self-administered 
questionnaires and 
semi-structured 
interviews with public 
health practitioners 
Tool developed 
based on Australian 
core functions of 
public health as 
defined by the 
National Public 
Health Partnership 
[score 0-2 per item 
where 0=action is 
either rare or not 
undertaken at all, 
and 2=action was 
frequently part of 
current practice] 
Low 
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Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
Institute of 
Medicine 
(2013)118 
USA To measure progress in 
obesity prevention, 
including new metrics for 
each goal area and 
strategy and notes 
whether data for tracking 
change are available at 
the community and 
national levels 
Federal, 
state, and 
communit
y levels, 
various 
settings 
Food and nutrition, 
physical activity and 
education 
(including food 
provision, food 
retail, food labelling 
and food promotion) 
The existence of 
implementation of 
policies and 
programs towards 
proposed indicators 
Guideline developed by 
the Institute of 
Medicine committee 
Proposed 83 
indicators in five 
goal areas 
N/A 
WHO 
(2008)119 
Global To measure the 
implementation of the 
WHO Global Strategy on 
Diet, Physical Activity 
and Health (DPAS) at 
country level and 
proposes a framework 
and indicators for this 
purpose 
National 
and sub-
national 
levels, 
various 
settings 
Diet and physical 
activity 
(including food 
labelling, food 
retail, food prices, 
food promotion, 
food provision and 
food composition) 
The existence of 
implementation of 
policies and actions 
recommended in the 
WHO Global 
Strategy on Diet, 
Physical Activity 
and Health 
Framework Process, output and 
outcome indicators 
N/A 
Tagtow et al. 
(2011)120 
USA 
(Iowa) 
To measure the health of 
Iowa’s food system 
through a report card 
leading to 
recommendations for 
research, programs and 
policies to ensure a food 
system that supports 
healthier Iowans, 
National 
level 
(detail on 
setting not 
given) 
Food system 
(including food 
marketing, food 
retail and food 
production) 
The level of 
implementation of 
actions in Iowa’s 
food system 
Quantitative method: 
cross-sectional survey 
using self-administered 
questionnaires with key 
stakeholders 
Iowa Food System 
Report Card  
[data comparison 
over 10 years] 
N/A 
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Author Study 
country 
Objective of the study Policy 
levels and 
settings 
Policy areas Aspects measured 
by the study 
Design and methods  Tools 
[scales used] 
Overall 
quality of 
method/tool 
communities, economies, 
and the environment 
Fox et al. 
(2014)121 
10 
countries 
from Asia 
and Latin 
America 
regions 
To assess national 
political commitment and 
opportunities to advance 
food and nutrition policy 
reform, completed by 
knowledgeable 
representatives from 10 
countries 
National 
level 
(details on 
settings 
not given) 
Food and nutrition 
policy including 
food security 
(no specific details 
on food 
environments given) 
The political 
commitment to 
implement the 
policy 
Quantitative method: 
cross-sectional survey 
using self-administered 
questionnaires with 
government and non-
government 
stakeholders 
The Political 
Commitment and 
Opportunity 
Measurement-Rapid 
Assessment Tool  
[Yes vs No per 
indicator] 
Medium 
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Table 2.4 Summary of quality assessment of methods and tools* 
Methods and tools Comprehensiveness Generalisability Relevance Feasibility Overall 
Cross-sectional study using qualitative method with secondary 
data collected using the WHO global questionnaire tool on 
assessment of national capacity for NCD prevention and 
control15 L H H H M 
Cross-sectional  study using mixed-methods with the 
INFORMAS Healthy Food Environment Policy Index64,93,94 H M H M H 
Cross-sectional quantitative survey using the WHO Global 
Nutrition Policy Review questionnaire tool65 M H H H H 
Cross-sectional quantitative survey using a policy checklist92 L L M M L 
Cross-sectional study using qualitative method with the EU 
framework and  eight essential steps proposed by WHO90 L M M M M 
Cross-sectional study using qualitative method with thematic 
matrix for guiding the interviews96 H M H M H 
Cross-sectional quantitative survey using Obesity Action 
checklist98 M L H M M 
Cross-sectional study using qualitative method with interview 
protocol99 L L M H L 
Cross-sectional quantitative survey using the Audit Form87 L L L M L 
Cross-sectional quantitative survey using the Implementation 
and Measurement Guide of Recommended Community 
Strategies and Measurements to Prevent Obesity in the United 
States100 M L M H M 
Cross-sectional quantitative survey using scoring policy index L L H H L 
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Methods and tools Comprehensiveness Generalisability Relevance Feasibility Overall 
system tool102 
Cross-sectional quantitative survey using the School Wellness 
Policies Implementation Questionnaire tool103 L L L H L 
Cross-sectional quantitative survey using the Healthy Schools 
Program tool104 L L H H L 
Cross-sectional study using qualitative methods with interview 
questions based on information from document review105 L L H M L 
Cross-sectional quantitative survey using the policy content 
checklist106 L L M H L 
Cross-sectional quantitative survey using the 96 items Wellness 
School Assessment Tool (WellSAT-96)101,108 L M H H M 
Cohort  survey using quantitative method with adaptive CDC 
School Health Policies and Programs Study 2000 
Questionnaire91 L L H L L 
Cross-sectional study using mixed methods with open-ended 
questions for interviews109 L L M M L 
Cross-sectional quantitative survey using the Local Wellness 
Policy Checklist112 L L M H L 
Cross-sectional study using mixed methods with open-ended 
questions for focus group114 L M M M M 
Cross-sectional study using qualitative method with the 2004 
state semi-annual reports for 21 funded states115  L L M H L 
Cross-sectional study using mixed methods with questionnaire 
tool and list of key questions for discussion116 H L N/A M N/A 
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Methods and tools Comprehensiveness Generalisability Relevance Feasibility Overall 
Cross-sectional study using mixed methods with tool developed 
based on Australian core functions of public health as defined by 
the National Public Health Partnership117 L L M M L 
Cross-sectional study using qualitative methods with open-
ended questions107 L L H M L 
Cross-sectional study using qualitative methods with interview 
template on policies and regulations on food marketing to 
children88 L H H M M 
Indicators for measuring progress in obesity prevention (method 
not indicated)118 M L N/A H N/A 
Cross-sectional quantitative survey using adapted WHO global 
questionnaire tool on assessment of the national capacity for 
NCD prevention and control in 2001110 M M M H M 
Process, output and outcome indicators for of implementation of 
policies and actions recommended in the WHO Global Strategy 
on Diet, Physical Activity and Health (Method not indicated)119 H H N/A M N/A 
Cross-sectional study using qualitative methods with open-
ended questions113 L L N/A H L 
Cross-sectional study using mixed-methods with questionnaire 
and interview guide and observation form89 L L H M L 
Cross-sectional study using qualitative method with interview 
guide with broad open-ended questions with probes97 L L L H L 
Cross-sectional study using mixed-methods with the Report 
Card on Healthy Food Environments and Nutrition for Children 
in Canada95 M L M M M 
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Methods and tools Comprehensiveness Generalisability Relevance Feasibility Overall 
Cross-sectional quantitative survey using Iowa Food System 
Report Card120 M L N/A H N/A 
Cross-sectional quantitative survey using tool developed based 
on the framework of Lester’s 1994 overview of the Australian 
food and nutrition system111 L L M H L 
Cross-sectional quantitative survey using the Political 
Commitment and Opportunity Measurement-Rapid Assessment 
Tool121 L M M H M 
Cross-sectional study using qualitative method with the WHO 
framework to monitor and evaluate implementation of the 
Global Strategy on Diet, Physical Activity and Health122 M L N/A H N/A 
Cross-sectional quantitative survey using 55-item State Policy 
Index123 M M N/A H N/A 
Cross-sectional study using qualitative method with open-ended 
interview questions124 L L N/A H L 
Cross-sectional qualitative methods using interview and focus 
group guides125  L L N/A M L 
Cross-sectional study using qualitative methods with Interview 
guide126 L L N/A H L 
Cross-sectional study using qualitative methods with open-
ended questions, small prompts, probes and follow-up 
questions127 L L H M L 
Cross-sectional study using qualitative methods with discussion 
guide128 L L L M L 
Cross-sectional study using qualitative method with interview L L L H L 
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Methods and tools Comprehensiveness Generalisability Relevance Feasibility Overall 
guide129 
Cross-sectional study using qualitative method with semi-
structured questions130 M L M H M 
Cross-sectional study using qualitative method with standard 
recommended focus group protocols131 L L N/A H L 
Cross-sectional study using qualitative method with semi-
structured questions132 L L L H L 
Cross-sectional study using qualitative methods with semi-
structured questions133 H L M H M 
Cross-sectional study using mixed methods with questionnaire 
tool and semi-structured questions134 L L H M L 
Cross-sectional study using qualitative methods with open-
ended interview questions135 L L M M L 
N/A not available 
*An explanation for the characteristics: ‘compreheniveness’, ‘generalisability’, ‘relevance’, ‘feasisility’ and ‘overall ranking’; as well as 
definitions of ‘L’ (Low), ‘M’ (Medium) and ‘H’ (High) were described in Table 2.1.
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Policy areas, levels and settings 
A small number of studies (n=9) specifically measured the implementation of 
food environment policies and actions.64,87-94 Most of the studies assessed these 
policies as part of a range of policies to prevent obesity and NCDs. Many 
studies (68%) centred on the implementation of policies addressing food 
environments in combination with either food and nutrition education or 
physical activity policy or both.15,95-119 
The studies encompassed eight common policy domains related to food 
environments25 namely food composition (n=11), food labelling (n=11), food 
promotion (n=17), food prices (n=10), food provision (n=29), food retail 
(n=12), food production (n=6) and food trade and investment (n=3). Several 
studies examined multiple domains of food environment policy in one study 
rather than a single domain only. The implementation of food provision 
policies appeared to be the most frequently examined (75%)64,65,87,89,91-
106,108,109,111-114,116,118,119, followed by food promotion64,65,88,92-
96,98,100,102,106,110,116,118-120 and food retail.64,93-96,98,110,111,116,118-120 
Several studies (n=20) focused on food environment policies at national or 
federal level15,88-91,99,101,103-106,108-110,112-115,120,121, followed by state or provincial 
level87,97,98,100,102,107,117 and local government level.92,111 Some studies (n=9) 
assessed the policies across different levels, from national or state to local 
levels.64,65,93-96,116,118,119 
Implementation of policies in school settings was the most commonly assessed 
(n=15)87,89,91,97,101-106,108,109,112-114 while some studies focused on policies in 
various settings such as workplaces, schools, hospitals, childcare centres and 
communities.64,65,92-96,98,107,116,118,119 Some studies did not specify a particular 
setting.  
 
Aspects measured by the study  
The identified studies assessed various measures of policy implementation. 
Thirty studies investigated the existence of policy implementation.15,64,65,87,88,90-
94,96,98-100,102-110,112,114-119 Some studies (n=15) also investigated the level or 
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degree of policy implementation, but different methods were used to classify 
the different levels of policy implementation.64,65,89,90,93-
95,97,101,102,111,113,116,117,120 For example, the INFORMAS Healthy Food 
Environment Policy Index (Food-EPI) categorised the degree of 
implementation of food environment policies compared to international best 
practice into five levels (from 1=less than 20% implementation to 5=80-100% 
implementation).64,93,94 Canada’s Report Card on Healthy Food Environments 
and Nutrition for Children graded the level of implementation of food 
environment policies and actions from A through F: grade ‘A’ where the 
policies and actions were successfully implemented so as to affect a large 
majority of children and youth, and ‘F’ where the policies and actions were 
implemented so as to affect very few children and youth.95 The School 
Wellness Assessment Tool grouped the level of policy implementation into 
‘fully in place’, ‘partially in place’, ‘under development’, and ‘not in 
place’.101,108 Other policy implementation measures examined included 
implementation coverage (low, medium, high) of the policy or policies in 
targeted settings.65  
 
Methods and tools used to assess policy implementation  
The methods used to assess policy implementation varied across and within 
studies. Of all studies, 16 used quantitative, ten used qualitative, and ten used 
mixed methods to assess policy implementation. Two studies reported 
indicators used only. Most of the methods used were self-administered 
questionnaires which were specifically designed for multi-domain food 
environment policies and actions combined with other NCD-related policies. 
The questionnaires required either a written response, typically with specific 
response options (e.g. yes/no and rating scale) or a verbal response, typically 
through telephone communications.  
Several studies used one method only, such as self-administered questionnaires 
among stakeholders65,87,91,92,98,100-104,106,110-112,120,121, reviews of secondary data 
and public documents15,115 or semi-structured interviews with key 
stakeholders.97,99,113 The studies which applied mixed methods conducted a 
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quantitative questionnaire survey in combination with document review, 
interviews or focus groups, or a combination of these.64,89,93-95,108,109,114,116,117 
Some studies combined different types of qualitative methods, such as 
document review, stakeholders' interviews, expert consultation and school 
observations.88,90,96,105,107  
In total, 17 quantitative tools and 15 qualitative tools were used for assessing 
the policy implementation through the use of indicators, items or indexes. Key 
elements of most of the tools include uses of policy indicators or indexes and 
numerical scoring system especially numerical rating scale and yes/no formats, 
and involvement of government officials in the studies.  
Only three tools used received a ‘high’ quality. They were the INFORMAS 
Food-EPI64,93,94, the WHO Global Nutrition Policy Review questionnaire 
tool65, and thematic matrix for guiding the interviews for an evaluation of the 
Norwegian Action Plan on Nutrition.96 Eleven studies were rated as ‘medium’ 
quality15,88,90,95,98,100,101,108,110,114,121, and 18 studies were rated as ‘low’ 
quality.87,89,91,92,97,99,102-107,109,111-113,115,117 Quality ratings could not be 
completed for four studies due to absence or insufficiency of data on some 
individual criteria.116,118-120 
 
Evaluating the implementation process of food environment policies 
Overview  
The literature search yielded 14 relevant studies which specifically focused on 
evaluating the policy implementation process, and 14 studies which examined 
the evaluation of the implementation process, together with the assessment of 
the extent of the implementation. Out of all identified studies twenty seven 
single studies were conducted in high-income countries, and one multi-country 
study was performed at a global level with WHO Member States. Nineteen 
studies applied qualitative methods (e.g. semi-structured interviews, focus 
groups and document review), four used quantitative methods (e.g. self-
administered questionnaires) and five used mixed approaches. Table 2.5 
summarizes the identified studies by year of publication and summarizes the 
data of each study by study country; objective of the study; policy levels and 
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settings; policy areas; aspects measured by the study; design and methods; 
tools including scale used; and overall quality of the method/tool.More 
detailed results from the quality assessment are provided in Table 2.4. 
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Table 2.5 Summary of identified studies evaluating policy implementation process 
Author Study 
country 
Objective of the study Policy levels 
and settings 
Policy areas  Aspects 
measured by 
the study 
Design and methods Tools  
[scales used]  
Overall 
quality of 
method/tool 
Ardzejewska 
et al. 
(2013)87 
Australia To investigate the barriers 
and facilitators to, and the 
extent of the implementation 
of, the New South Wales 
(Australia) ‘Healthy School 
Canteen Strategy’ 
State level, 
school 
setting 
Food provision Implementation 
barriers and 
facilitators of 
the New South 
Wales ‘Healthy 
School Canteen 
Strategy’  
Qualitative method: 
cross-sectional study using 
semi-structured interviews 
with school principals or 
deputy principals and the 
canteen managers 
Open-ended 
questions  
[narrative report] 
Low 
Holthe et al. 
(2011)89 
Norway To examine how schools 
implemented the national 
guidelines for healthy school 
meals and the extent to which 
the degree of implementation 
was related to the 
organizational capacity of 
schools 
National 
level, school 
setting  
Food provision Implementation 
barriers and 
facilitators for 
the national 
guidelines in 
Norwegian 
schools  
Mixed methods:  
cross-sectional study using 
document review, self-
administered 
questionnaires, focus group 
interviews with teachers 
and students, and school 
observations 
Interview guide 
and observations 
using observation 
form  
[narrative report] 
 
(tool not specified 
for questionnaire) 
[Yes, Partial, No 
per element] 
Low 
Rodriguez-
Fernandez et 
al. (2014)90 
53 WHO 
European 
Member 
States 
To assess current salty 
reduction policies in countries 
of the WHO European 
Region against the backdrop 
of varying levels of human 
development adjusted for 
National 
level 
(details on 
settings not 
given) 
Food 
composition and 
food labelling  
Implementation 
barriers of salt 
reduction policy 
Qualitative method:  
cross-sectional study using 
document review and 
electronic communication 
with the WHO Nutrition 
The EU 
framework and  
eight essential 
steps proposed by 
WHO  
Medium 
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Author Study 
country 
Objective of the study Policy levels 
and settings 
Policy areas  Aspects 
measured by 
the study 
Design and methods Tools  
[scales used]  
Overall 
quality of 
method/tool 
income, education and health 
(longevity) inequalities 
Counterparts in the 
European Member States    [narrative report] 
WHO/Europ
e (2013)96 
Norway To evaluate the Norwegian 
Action Plan on Nutrition 
2007–2011 
National and 
local levels, 
various 
settings 
Food and 
nutrition, 
physical activity 
and education 
(including food 
composition, 
food provision, 
food retail, food 
labelling, food 
prices and food 
promotion) 
- Governance  
- 
Implementation 
monitoring and 
evaluation  
- Funding 
support  
- Policy 
communication 
Qualitative methods: 
cross-sectional study using 
document review and in-
depth interviews with 
policy makers and 
government and non-
government stakeholders 
Thematic matrix 
for guiding the 
interviews 
[narrative report] 
 
High 
Mâsse et al. 
(2013)97 
Canada To explore the factors which 
impeded or facilitated the 
implementation of publicly 
mandated school-based 
physical activity and nutrition 
guidelines in the province of 
British Columbia (BC), 
Canada 
Provincial 
level, school 
setting 
Food and 
nutrition, 
physical activity 
and education 
(including food 
provision)  
- 
Implementation 
barriers and 
facilitators of 
publicly 
mandated 
school-based 
guidelines  
- 
Implementation 
styles (requiring 
all students to 
participate, or 
providing more 
Qualitative method: 
cross-sectional study using 
semi-structured interviews 
with school principals and 
teachers/school informants 
Open-ended 
questions  
[narrative report] 
Low 
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Author Study 
country 
Objective of the study Policy levels 
and settings 
Policy areas  Aspects 
measured by 
the study 
Design and methods Tools  
[scales used]  
Overall 
quality of 
method/tool 
opportunities to 
participate but 
not requiring) 
Barnidge et 
al. (2013)99 
USA To (1) identify types of 
environmental and policy 
interventions being 
implemented in rural 
communities to promote 
physical activity or healthy 
eating, (2) identify barriers to 
the implementation of 
environmental or policy 
interventions, and (3) identify 
strategies rural communities 
have employed to overcome 
these barriers 
Federal 
level, 
community 
setting 
Food and 
nutrition, 
physical activity 
and education  
(including food 
provision and 
food production) 
Implementation 
barriers and 
facilitators of 
environmental 
or policy 
interventions to 
promote 
physical 
activity and/or 
healthy eating 
in rural 
communities 
Qualitative method: 
cross-sectional study using 
in-depth interviews with 
public health professionals 
from non-profit or local 
governments  
Interview protocol 
[narrative report] 
 
Low 
Schwartz et 
al. (2012)101 
USA  
(Connecticu
t) 
To assess the strength and 
comprehensiveness of 1 
state’s written district policies 
using a coding tool, and 
tested whether these traits 
predicted school-level 
implementation and practices 
Federal 
level, school 
setting 
Food and 
nutrition, 
physical activity 
and education 
(including food 
provision)  
Implementation 
barriers of 
School 
Wellness 
policies  
Quantitative method: 
cross-sectional survey 
using self-administered 
questionnaires with school 
principals 
The WellSAT-96 
tool 
[Yes vs No per 
item where 
Yes=the school 
experienced this 
barrier, and 
No=the school did 
not experience 
this barrier] 
Medium 
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Author Study 
country 
Objective of the study Policy levels 
and settings 
Policy areas  Aspects 
measured by 
the study 
Design and methods Tools  
[scales used]  
Overall 
quality of 
method/tool 
Budd et al. 
(2012)103 
USA To characterize the school 
wellness policy environment 
nationally and identify factors 
influencing the quality and 
effectiveness of policy 
implementation 
Federal 
level, school 
setting 
Food and 
nutrition, 
physical activity 
and education 
(including food 
provision)  
Implementation 
barriers and 
facilitators of 
the School 
Wellness 
policies  
Quantitative method: 
cross-sectional survey 
using self-administered 
questionnaires with high 
school representatives 
The School 
Wellness policies 
Implementation 
Questionnaire tool 
[Yes, No, Not 
sure per indicator 
where Yes=this 
factor influenced 
the policy 
implementation, 
and No=this 
factor did not 
influence the 
policy 
implementation] 
Low 
Gaines et al. 
(2011)106 
USA 
(Alabama) 
To evaluate wellness policies 
created by Alabama public 
school districts and progress 
made in the implementation 
of Alabama State Department 
of Education (ALSDE) 
school food and nutrition 
mandates 
Federal 
level, school 
setting 
Food and 
nutrition, 
physical activity 
and education 
(including food 
provision and 
food promotion) 
Barriers and 
facilitators that 
significantly 
impact policy 
compliance and 
implementation 
with district 
Wellness 
policies and the 
state mandates  
Quantitative method: 
cross-sectional survey 
using self-administered 
questionnaires with public 
school districts 
A policy content 
checklist  
[proportion of 
districts per 
component 
required for 
implementation 
(%)] 
Low 
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Author Study 
country 
Objective of the study Policy levels 
and settings 
Policy areas  Aspects 
measured by 
the study 
Design and methods Tools  
[scales used]  
Overall 
quality of 
method/tool 
Haire-Joshu 
et al. 
(2010)107 
USA  
(Missouri) 
To develop the Missouri 
Obesity, Nutrition, and 
Activity Policy Database, a 
geographically representative 
baseline of Missouri’s 
existing obesity-related local 
policies on healthy eating and 
physical activity 
State level, 
various 
settings 
Healthy eating 
and physical 
activity 
including food 
environments 
(no specific 
details on food 
environments 
given) 
Funding Qualitative methods: 
cross-sectional study using 
document review and 
interviews with 
government and non-
government informants  
Open-ended 
questions  
[proportion of 
states reporting 
funding 
availability and 
unavailability for 
policy 
implementation 
(%)] 
Low 
Longley et 
al. (2009)109 
USA To examine the process and 
outcome of wellness policy 
development in school 
districts 
Federal 
level, school 
setting  
Food and 
nutrition, 
physical activity 
and education 
(including food 
provision)  
Implementation 
barriers and 
facilitators for 
district School 
Wellness 
policies before 
and after the 
federal mandate 
Mixed methods:  
cross-sectional study using 
telephone interviews and 
self-administered 
questionnaires with school 
foodservice directors 
Open-ended 
questions for 
interviews  
[narrative report],  
 
(tool not specified 
for questionnaire) 
[proportion of 
respondents per 
indicator which 
available before 
and after the 
federal mandate 
(%)] 
Low 
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Author Study 
country 
Objective of the study Policy levels 
and settings 
Policy areas  Aspects 
measured by 
the study 
Design and methods Tools  
[scales used]  
Overall 
quality of 
method/tool 
Action for 
Healthy Kids 
(2008)113 
USA To provide a snapshot of the 
state of school wellness after 
more than five years of work 
by Action for Healthy Kids, 
and others, at the national, 
state, and grassroots levels 
Federal 
level, school 
setting 
Food and 
nutrition, 
physical activity 
and education 
(including food 
provision and 
food 
composition) 
Implementation 
barriers and 
challenges of 
School 
Wellness 
policies after 
more than five 
years of work 
by Action for 
Healthy Kids, 
and others   
Qualitative methods:  
cross-sectional study using 
in-depth interviews with 
authorities on health and 
education, and school 
observations 
Open-ended 
questions for 
interviews  
[narrative report 
and proportion of 
respondents 
reporting each 
type of barriers 
and facilitators 
(%)]  
Low 
Molaison et 
al. (2007)114 
USA  
(Pennsylvan
ia, Idaho, 
Arkansas,  
Mississippi) 
To identify attitudes of school 
nutrition directors, principals, 
teachers, and parents 
regarding a Local Wellness 
Policies (LWP) and barriers 
related to implementation of a 
LWP 
Federal 
level, school 
setting  
Food and 
nutrition, 
physical activity 
and education 
(including food 
provision)  
Barriers and 
benefits of 
implementing 
Local School 
Wellness 
Policies  
Mixed methods:  
cross-sectional study using  
focus group interviews and 
self-administered survey 
questionnaires with 
principals, teachers, 
parents, school nutrition 
directors, and community 
professionals 
Open-ended 
questions for 
focus group 
[narrative report 
and frequency of 
comments on 
specific emerging 
issues]  
 
(tool not specified 
for questionnaire) 
[proportion of 
respondents per 
indicator (%)] 
Medium 
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Author Study 
country 
Objective of the study Policy levels 
and settings 
Policy areas  Aspects 
measured by 
the study 
Design and methods Tools  
[scales used]  
Overall 
quality of 
method/tool 
Lang et al. 
(2006)116 
Scotland To examine the progress that 
has been made in the 
implementation of the 
Scottish Diet Action Plan 
since 1996 – what has been 
achieved and what remains to 
be done 
National and 
local levels, 
various 
settings 
Food and 
nutrition, 
breastfeeding 
and health 
education 
(including food 
provision, food 
retail, food 
composition, 
food promotion, 
food labelling, 
food prices and 
food production) 
Barriers and 
opportunities of 
implementing 
and achieving 
Scottish Diet 
Action Plan 
targets  
Mixed methods:  
cross-sectional study using 
document review, reviews 
by international experts, 
and self-administered 
questionnaires with 
government and non-
government stakeholders 
(tool not specified 
for questionnaire) 
[narrative report] 
 
List of key 
questions for 
discussion 
[narrative report] 
N/A 
Sanchez et 
al. (2014)125 
USA  
(New 
Mexico) 
To examine school nutrition 
and physical activity policy 
implementation in two school 
districts in a northern New 
Mexico town 
Federal 
level, school 
setting 
Food and 
nutrition, 
physical activity 
and education 
(including food 
provision) 
Implementation 
barriers and 
facilitators of 
School 
Wellness 
policies  
Qualitative methods: 
cross-sectional study using 
individual Interviews with 
district-level and school-
level administrators, and 
focus group interviews 
with students 
Interview and 
focus group 
guides 
[narrative report] 
Low 
Middleton et 
al. (2014)127 
UK To explore the experiences of 
‘implementation’ by 
stakeholders of a large 
community-based obesity 
prevention programme, 
facilitated by a National 
Health Service Care Trust in 
Local level, 
various 
settings 
Food and 
nutrition, and 
physical activity 
(no specific 
details on food 
environments 
Implementation 
barriers and 
facilitators of 
obesity 
prevention 
programme  
Qualitative methods: 
cross-sectional study using 
semi-structured interviews 
with local authority and 
Care Trust workers at 
strategic and 
Open-ended 
questions, small 
prompts, probes 
and follow-up 
questions 
[narrative report] 
Low 
76 
Author Study 
country 
Objective of the study Policy levels 
and settings 
Policy areas  Aspects 
measured by 
the study 
Design and methods Tools  
[scales used]  
Overall 
quality of 
method/tool 
the north-east of England, UK given) 
 
 commissioning level and local people, and focus 
group interviews with local 
authority and Care Trust 
workers responsible for 
coordination, 
administration and delivery 
Fagen et al. 
2014)124 
USA  
(Chicago) 
To evaluate implementation 
of Communities Putting 
Prevention to Work (CPPW) 
initiative in suburban Cook 
County 
County 
level, school 
setting 
Food and 
nutrition, 
physical activity 
and education 
(including food 
provision and 
food retail) 
Implementation 
barriers and 
facilitators of 
Policy, 
Systems, and 
Environmental 
change strategy  
Qualitative method: 
cross-sectional study using 
in-depth interviews with 
school district personnel  
Open-ended 
interview 
questions  
[narrative report] 
Low 
Taylor et al. 
(2010)122 
Canada To 1) provide an overview of 
key issues in monitoring and 
evaluating school nutrition 
and physical activity policies 
in Canada and 2) identify 
areas for further research 
needed to strengthen the 
evidence base and inform the 
development of effective 
approaches to monitoring and 
evaluation 
National 
level, school 
setting 
Food and 
nutrition and 
physical activity 
according to 
recommendation
s of the WHO 
Global Strategy 
on Diet, Physical 
Activity and 
Health 
(including food 
promotion, food 
labelling, food 
- Partnerships  
- Infrastructure 
supports  
Qualitative method: 
cross-sectional study using 
document review 
The WHO 
framework to 
monitor and 
evaluate 
implementation of 
the Global 
Strategy on Diet, 
Physical Activity 
and Health  
[narrative report] 
N/A 
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Author Study 
country 
Objective of the study Policy levels 
and settings 
Policy areas  Aspects 
measured by 
the study 
Design and methods Tools  
[scales used]  
Overall 
quality of 
method/tool 
prices and food 
composition) 
MacLellan et 
al. (2010)126  
Canada To explore parent and student 
perceptions of barriers and 
facilitating factors 
influencing the 
implementation of school 
nutrition policies 
District 
level, school 
setting 
Food and 
nutrition and 
education 
(including food 
provision) 
Implementation 
barriers and 
facilitators of 
school nutrition 
policies  
Qualitative methods: 
cross-sectional study using 
focus group interviews 
with students and in-depth 
interviews with their 
parents 
Interview guide 
[narrative report] 
Low 
Harris et al. 
(2010)134 
USA  
(West 
Virginia) 
To describe the processes and 
methods used to evaluate 
efforts to implement the 
legislation 
State level, 
school 
setting 
Food and 
nutrition, 
physical activity 
and education 
(including food 
provision)  
Implementation 
barriers and 
facilitators of 
the West 
Virginia 
Healthy 
Lifestyles Act  
Mixed methods:  
cross-sectional study using 
self-administered 
questionnaires with county 
superintendents, school 
principals, school nurses 
and physical education 
teacher, and in-depth 
interviews with state 
legislators, 
superintendents, principals, 
physical education 
teachers, school nurses, 
parents of school-aged 
children and students 
(tool not specified 
for questionnaire) 
[proportion of 
respondents per 
indicator (%)] 
 
Semi-structured 
questions 
[narrative report] 
Low 
Agron et al. 
(2010)128 
USA To understand the wellness 
environment in school 
districts across the country 
Federal 
level, school 
setting 
Food and 
nutrition, 
physical activity 
Implementation 
barriers and 
facilitators of 
Qualitative methods: 
cross-sectional study using 
focus group interviews 
Discussion guide 
[narrative report] 
Low 
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Author Study 
country 
Objective of the study Policy levels 
and settings 
Policy areas  Aspects 
measured by 
the study 
Design and methods Tools  
[scales used]  
Overall 
quality of 
method/tool 
and to identify challenges 
districts face and needs they 
have in order to effectively 
implement, monitor, and 
evaluate school wellness 
policies 
and education 
(including food 
provision)  
School 
Wellness 
policies  
with school board 
members and 
policy/government services 
directors, and in-depth 
phone interviews with 
stakeholders from school 
districts and a state-level 
collaboration 
implementing the policies 
Allender et 
al. (2009)129 
Australia To investigate barriers and 
facilitators to local 
government policy change in 
relation to environments for 
healthy eating and physical 
activity 
Local level 
(detail on 
setting not 
given) 
Food and 
nutrition and 
physical activity 
(no specific 
details on food 
environments 
given) 
Implementation 
of barriers and 
facilitators of 
policies for 
obesity 
prevention  
Qualitative method: 
cross-sectional study using 
semi-structured interviews 
with representatives of 
local government 
Interview guide 
[narrative report] 
Low 
McDonnell 
et al. 
(2006)131 
USA 
(Pennsylvan
ia) 
To examine the role of school 
foodservice directors in 
development and 
enforcement of local school 
wellness policies, their 
feelings about these roles, and 
perceived barriers 
Federal 
level, school 
setting  
Food and 
nutrition, 
physical activity, 
education 
(including food 
provision) 
Implementation 
barriers of 
Local School 
Wellness 
policies  
Qualitative method: 
cross-sectional study using 
focus group interviews 
with school foodservice 
directors  
Standard 
recommended 
focus group 
protocols 
developed by 
Krueger & Casey 
(2000) 
[narrative report] 
Low 
79 
Author Study 
country 
Objective of the study Policy levels 
and settings 
Policy areas  Aspects 
measured by 
the study 
Design and methods Tools  
[scales used]  
Overall 
quality of 
method/tool 
Dunět et al. 
(2005)123 
USA  
(nine states) 
To create and test the State 
Plan Index and use it to 
evaluate the quality of nine 
state plans aimed at 
preventing and reducing 
obesity 
State level 
(detail on 
setting not 
given) 
Food and 
nutrition, 
physical activity, 
breastfeeding 
and education 
(including food 
provision, food 
retail, and food 
labelling) 
- Stakeholder 
engagement 
- Resources for 
policy 
implementation
- Evaluation 
mechanism 
Quantitative method: 
cross-sectional survey 
using self-administered 
questionnaires with state 
staff 
The State Policy 
Index Tool 
[0-5 per index 
where 0= was not 
mentioned or did 
not exist, and 
5=high quality 
(item exists and is 
perceived as being 
often close to 
ideal] 
N/A 
Abery et al. 
(2014)135 
Australia To discuss the 
implementation of the ‘Right 
Bite Healthy Food and Drinks 
Strategy for South Australian 
Schools and Preschools’ 
(Right Bite) 
State level, 
school 
setting 
Food provision Implementation 
barriers of 
mandatory 
nutrition 
guidelines for 
school canteens  
Qualitative methods: 
cross-sectional study using 
semi-structured interviews 
with school principals, 
canteen managers and 
parents, focus group 
interviews with students, 
and participant observation 
through canteen 
Open-ended 
interview 
questions  
[narrative report] 
Low 
Crammond 
et al. 
(2013)133 
Australia To investigate barriers and 
facilitators to implementing 
regulatory interventions to 
prevent obesity within the 
executive arm of the 
Australian Commonwealth 
Government 
National 
level 
(detail on 
setting not 
given) 
Food and 
nutrition, food 
safety 
(including food 
provision, food 
promotion, food 
Implementation 
barriers and 
facilitators of 
regulatory 
interventions to 
prevent obesity  
Qualitative methods: 
cross-sectional study using 
document review and semi-
structured interviews with 
managerial-level 
government officers 
Semi-structured 
questions  
[narrative report] 
Medium 
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Author Study 
country 
Objective of the study Policy levels 
and settings 
Policy areas  Aspects 
measured by 
the study 
Design and methods Tools  
[scales used]  
Overall 
quality of 
method/tool 
labelling, food 
production, food 
prices and food 
retails) 
Shill et al. 
(2012)130 
Australia To identify regulatory 
interventions targeting the 
food environment, and 
barriers/facilitators to their 
implementation at the 
Australian state government 
level 
State level, 
various 
settings 
Food promotion, 
food provision, 
food production, 
food prices and 
food retails 
Implementation 
barriers and 
facilitators of 
regulatory 
interventions 
targeting food 
environments  
Qualitative method: 
cross-sectional survey 
using in-depth interviews 
with senior representatives 
from state/territory 
governments, statutory 
authorities and non-
government organizations 
Semi-structured 
questions 
[narrative report] 
Medium 
Chung et al. 
(2012)132 
Australia To understand the perceptions 
of senior representatives from 
Australian state and territory 
governments, statutory 
authorities and non-
government organisations 
regarding the feasibility of 
state-level government 
regulation of television 
marketing of unhealthy food 
to children in Australia 
State level 
(detail on 
setting not 
given) 
Food promotion Implementation 
barriers and 
facilitators of 
regulation of 
television 
marketing of 
unhealthy food 
to children  
Qualitative method: 
cross-sectional study using 
in-depth semi-structured 
interviews with senior 
representatives from state 
and territory government 
departments, statutory 
authorities and non-
government organisations 
Semi-structured 
questions 
[narrative report] 
Low 
81 
Policy areas, levels and settings 
Almost all studies (N=22) examined the implementation process of multi-domain 
policies which addressed the promotion of healthy food environments together 
with other areas related to obesity and NCD prevention. Most often, food 
environment policies were assessed together with either nutrition education or 
physical activity policy, or both.96,97,99,101,103,106,107,109,113,114,116,122-129,131,134 
The studies encompassed seven common domains related to food environments 
namely, food composition (N=5), food labelling (N=6), food promotion (N=7), 
food prices (N=5), food provision (N=22), food retail (N=6) and food production 
(N=4). Several studies examined multiple domains of food environment policy in 
one study rather than a single domain only. Food provision (79%) was the most 
common food environment domain examined87,89,96,97,99,101,103,106,109,113,114,116,123-
126,128,130,131,133-135, followed by food promotion.96,106,116,122,130,132,133 
Fourteen studies focused specifically on national or federal-level 
policy89,90,99,101,103,106,109,113,114,122,125,128,131,133, seven focused on state 
level87,107,123,130,132,134,135, and five focused at subnational level i.e. provincial97, 
county124, district126 and local127,129 levels. Two assessed the policies at both 
national and local/subnational levels.96,116 
School was the most targeted setting to assess the policy implementation process 
(61%)87,89,97,101,106,109,113,114,122,124-126,128,131,132,134,135 while some studies (18%) 
focused on policies in various settings in a single study such as workplaces, 
schools, hospitals, childcare centres and communities.96,107,116,127,130 One study 
examined specifically at community level.99 Some studies did not specify a 
particular setting.90,123,129,132,133 
 
Aspects measured by the study  
The identified studies mainly investigated the factors (barriers and facilitators) 
impacting policy implementation. Out of 28 studies, 24 focused on the 
investigation of barriers and facilitators of policy implementation while four 
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focussed on specific issues or problems, such as infrastructure and resource 
support, stakeholder engagement and monitoring and evaluation mechanism for 
implementation.96,107,122,123 Key issues which were frequently observed as barriers 
or facilitators of policy implementation were support for infrastructure and/or 
resources such as financial and human resources87,89,90,96,101,103,107,109,113,114,122-129, 
stakeholders’ engagement in the policy implementation process and 
partnerships89,90,97,101,113,114,122-125,127,128,130, monitoring and evaluation mechanisms 
for implementation and enforcement issues (such as stakeholders' resistance and 
negotiation with private sector)90,103,109,113,114,122-125,130-132, coordination 
mechanisms and leadership and implementation governance89,90,96,101,103,124,129-
131,133, role of implementers89,126,129,131,133, and policy communications among 
stakeholders.96,124,126 Other influential factors identified include organizational 
capacity89,109, governance96, leadership.114,124 
 
Methods and tools used to evaluate the implementation process   
Of all the studies, 19 studies were conducted using qualitative methods, while four 
studies used quantitative and five used mixed methods. Semi-structured interviews 
were most commonly used with a list of open-ended questions to facilitate and 
guide the interview. Most of the tools were originally developed for use in 
particular countries.  
In several cases one or more types of qualitative methods were used in one single 
study. In-depth interviews were most commonly used as primary sources of 
data.87,96,97,99,107,113,124-130,132-135 Either policy implementers or both policy 
implementers and other relevant stakeholders were often recruited as informants 
for in-depth and focus group interviews. Other qualitative methods used include 
document review, field observation and expert review.89,90,107,116,122,133,135 Some 
studies used either a quantitative survey101,103,106,123 or mixed 
methods89,109,114,116,134 for evaluation. 
Twenty one qualitative tools and eight quantitative tools were reported for 
evaluating the policy implementation process. Among the qualitative tools used 
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were interview guides, which varied from highly-to loosely-structured. In some 
cases the tools were adapted from existing tools. For example, McDonnell et al. 
(2006) used standard recommended focus group protocols developed by Krueger 
& Casey.136 In several cases the studies developed their own tools such as a 
thematic matrix96, interview and focus group guides89,125,126,128,129 and lists of 
open-ended questions or issues to be explored.87,97,107,109,113,114,116,124,127,130,132-135 
Among the tools used, seven qualitative tools were presented data in a form of 
narrative report while three quantitative tools were based on numerical scores with 
different forms of data presentation i.e. yes/no101,103 and scales from 0-5.123 
Only one tool for assessing the policy implementation process was rated ‘high’ 
quality i.e. the thematic matrix for guiding the interviews for an evaluation of the 
Norwegian Action Plan on Nutrition96. Five studies were rated ‘medium’ 
quality90,101,114,130,133, and 19 studies were rated ‘low’ 
quality.87,89,97,99,103,106,107,109,113,124-129,131,132,134,135 Three studies provided 
insufficient information for the assessment.116,122,123 
 
2.2.4 Discussion 
This review identified 52 relevant studies across different policy areas, levels and 
settings, including 49 tools/methods used for assessing the implementation of 
government policies to create healthy food environments. The quality of these 
tools/methods varied widely, with only three tools/methods rated as high quality 
according to detailed assessment criteria. 
There were some broad similarities in the assessed aspects measured by the study 
and the methods and tools used. It is clear that policy implementation by 
governments has been measured in varying levels of detail, such as the existence 
or absence of policy implementation, level/degree of policy implementation and 
implementation coverage. Studies evaluating policy implementation process 
mainly sought information about barriers and facilitators of policy 
implementation, particularly infrastructure support and resources, stakeholder 
engagement, leadership and available monitoring and evaluation systems, which 
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were the most commonly identified factors which impacted the policy 
implementation process.  
There are no common standard methods and tools used to measure the policy 
implementation or to assess the policy implementation process. This may be due 
to the differing contexts and the needs or interests of assessors using these 
methods. The three tools that were rated as high quality (i.e. the INFORMAS 
Food-EPI, the WHO Global Nutrition Policy Review questionnaire tool, and 
thematic matrix for guiding the interviews for an evaluation of the Norwegian 
Action Plan on Nutrition) could provide starting points for researchers and policy 
makers to identify appropriate methods for use in national and local assessment 
and evaluation of food environment policy implementation. However, there may 
be scope to include aspects of other tools as part of assessment methods, 
depending on context-specific requirements and the particular focus required. For 
example, the Report Card on Healthy Food Environments and Nutrition for 
Children in Canada included, combined or adapted indicators of several tools used  
for measuring progress in creating healthy food environments for obesity 
prevention to fit its purpose and scope and Canadian context.95  
Consideration should be given to harmonization of the use of methods and tools in 
this area. While it will always be important to apply tools and methods that are 
appropriate to the specific context in which they are to be implemented, the use of 
similar tools in different contexts will allow comparisons across countries and 
settings, and over time. This will also facilitate effective benchmarking of 
performance which can help contribute to increasing accountability of 
governments for their actions to improve the healthiness of food environments. 
The global impetus to assess policies for changing food environments is relatively 
new, and the development of appropriate tools for assessing implementation 
progress in this area is relatively under-developed. In contrast, in other public 
health policy areas such as tobacco, alcohol and breast-milk, tools are relatively 
more advanced and have been used for assessing changes over time in a range of 
countries.51,53,137-140 Examples include approaches to measuring breastfeeding 
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policy implementation including the implementation of the international code of 
marketing of breast-milk substitutes by WHO53, IBFAN51 and UNICEF52; and 
tracking the progress of the implementation of policies and actions in alcohol and 
tobacco control by WHO.137,139,140 These approaches share commonalities in terms 
of types of methods used for assessing policy implementation and provide useful 
means for the development of healthy food environments. Ninety two countries, 
for example, have implemented the World Breastfeeding Trends Initiative (WBTi) 
tool, developed by IBFAN Asia, to track and monitor status and benchmark the 
progress of implementation of the Global Strategy for Infant and Young Child 
Feeding.51 This includes assessment of the strengths and weaknesses of their 
related policies and programmes. The assessment is conducted every 3-5 years, 
and the findings and recommendations are actively fed back to policy makers in 
each country. 
The main strength of this study is that it is a comprehensive review based on a 
thorough and systematic search of the literature for policy assessment and 
evaluation. To our knowledge, it is the first time such a review has been 
conducted. The study rated the quality of each tool, and the methods used to 
conduct the quality assessment could be applied elsewhere. However, this study 
has several limitations. Firstly, the search was restricted to English-language 
publications. This may have resulted in the exclusion of important non-English 
publications. Moreover, studies assessing policy implementation were 
predominantly from high income countries rather than low or middle income 
countries. This may be due to literature search being limited to peer-reviewed 
studies or grey publications published in English only. It may have missed some 
relevant documents published in languages other than English, especially 
documents from countries where English is not the main language. Furthermore, 
the studies identified were conducted in different contexts with different focuses, 
so they may be difficult to compare. The degree to which an approach used in one 
context is applicable to other contexts is uncertain. However, our findings are 
consistent with one recent paper identifying that there is little monitoring for 
accountability globally in this area.68  
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2.2.5 Conclusion 
Although there is a growing concern about the impact of unhealthy food 
environments on the prevalence and severity of obesity and diet-related NCDs 
globally and nationally, and some governments have implemented policies to 
improve the healthiness of food environments, a relatively small proportion of the 
implementation of these policies and actions is being assessed and evaluated. This 
review investigated methods and tools used to assess and evaluate the 
implementation of government policies to create healthy food environments for 
preventing obesity and diet-related NCDs. It provides a shortlist of high-quality 
tools and methods for assessing the implementation of such policies. 
Harmonization of the use of these high-quality methods and tools is needed to 
ensure that assessment of government policy implementation can be compared 
across different countries and settings and over time. The findings from the review 
are timely in that they provide insights for informing policy implementation and 
strengthening accountability mechanisms in the context of the increasing 
prevalence of obesity and diet-related NCDs in low-, middle- and high-income 
countries. 
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2.3 A review of policy processes with a focus on policy 
implementation, including factors influencing effective 
implementation  
Recent years have seen the development and adaptation of theoretical approaches 
that can assist in describing and understanding policy implementation within the 
context of the overall policy process. However, no existing theoretical approaches 
specifically focus on the implementation of government policy on food 
environments. In light of this gap, the purpose of this review was to synthesise 
evidence drawn from other areas to help explain and understand policy 
implementation processes in relation to food environments.  
 
2.3.1 Background 
The definition of policy can vary according to a person's perspective or point of 
view, organisation, and context in which it is made.65,141-146 However, policy can 
be generally defined as a course of action concerning a given topic promulgated 
by an entity or its representatives. This includes a form of law, regulation, 
procedure, plan, action, guideline or voluntary practice of governments and other 
institutions. Government policies are often supported by special legislation.  
The health of populations can be influenced by public health policies that aim to 
achieve specific health care goals within society. According to WHO, public 
health refers to ‘all organized measures (whether public or private) to prevent 
disease, promote health, and prolong life among the population as a whole.’147 
Therefore, explicit public health policies such as nutrition policies can be used 
strategically and on a population basis to provide conditions in which people can 
be healthy; they focus on entire populations, not on individual patients or diseases. 
Understanding policy – in particular, how the policy process operates – will help 
in making and shaping policy research work more effectively, as well as 
potentially enhancing use of research evidence in decision-making.148  
88 
This section presents the second review of literature on policy implementation 
processes, including identification of factors influencing implementation. This 
review generated the conceptual themes and framework for Study 2 of this PhD 
project, which concerned identification of barriers and facilitators to policy 
implementation in Thailand.  
This review section includes the following information. First, a broad overview of 
the policy process literature to provide background about the policy process and 
the relevance of knowledge in the process. Second, a review of the policy 
implementation literature is presented to provide insights into the policy 
implementation process, which may vary according to contexts and settings. The 
review also investigated factors that might impede or facilitate effective 
implementation. Third, the conceptual themes and framework of Study 2, which 
were developed from existing theories and concepts identified in this review, are 
presented to guide and add depth to the development of the study design, 
especially the interview questions. 
 
2.3.2 Methods  
This review involved keyword searches of two major electronic databases, 
MEDLINE and Google Scholar, between November 2015 and January 2016. 
Searches for grey literature on the topic area were also conducted using Google’s 
search engine. The key search terms included, but were not restricted to, ‘policy 
process’ OR ‘implementation process’ AND ‘public health’. The search strategy 
was: (policy process OR policy cycle OR policy implement*) AND (public health 
OR health OR food OR nutrition). The review included peer-reviewed journals 
and textbooks with a focus on concepts, theories and models for describing the 
overall policy process and a specific stage on implementation in the policy 
process. Reference lists of included articles were also searched for relevant 
literature. Studies included in the review were published until January 2016, in 
English, and described processes, theories, models or frameworks associated with 
the policy process and implementation stage of the process. 
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The review also included a separate review on a practical application of the policy 
process available in the Thai context. This was used to supplement the theoretical 
knowledge of the policy process and implementation. The sources explored 
included the websites of the Thai Ministry of Public Health and Health System 
Research Institute, and publications and reports produced by non-government 
groups such as the Thai Health Promotion Foundation. Relevant articles published 
in major Thai newspapers (identified by both manual and electronic means) were 
also reviewed.   
 
2.3.3 Results 
With the extensive search, in total, 70 articles were included in the review. They 
comprsied 41 published papers and 29 reports/books. 
This section provides the findings of the review of the policy implementation 
process. It includes an overview of the policy process, a description of the 
implementation process, and presents conceptual themes and frameworks based on 
the review. 
 
Policy process 
A policy process is complex as it involves a multiplicity of stakeholders and is 
country, time and sector specific;149 it may have to be explained by multiple 
approaches, theories, models and frameworks. Various authors have attempted to 
define and explain the policy process, using approaches such as the Stages 
Heuristic (or simply ‘stagist’) approach, the Multiple-Streams Framework, the 
Punctuated-Equilibrium approach, and the Policy Diffusion Framework.150 
The stagist approach or policy cycle is a traditional concept for explaining the 
policy process although it has been criticised for being too simplistic and 
insufficiently reflecting reality. It views the policy process as a linear progression 
in which rational decisions are taken by those with authority and responsibility for 
a particular policy area.151-153 The stagist approach constructs the policymaking 
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process as having clear and identifiable phases or stages.141,142,151,154 As these 
stages are developed rationally and sequentially, each stage provides a context 
which can be deployed to different scenarios.151  
The candidate developed her own framework of the policy process by taking the 
basic concepts of the policymaking models mentioned above and revising them for 
the purposes of this PhD project.  
The framework classifies the policymaking process into four critical stages: 
agenda setting or problem recognition, policy formulation, policy implementation, 
and policy monitoring and evaluation (Figure 2.2).  
 
Agenda setting or 
problem recognition
Policy implementation
Policy monitoring and 
evaluation
Policy formulation
 
Figure 2.2 Diagram of the rational policymaking process 
 
‐ Agenda setting or problem recognition stage: At this stage a list of the 
problems or issues identified is narrowed down by interest groups to attract 
the attention of policymakers, then the policymakers bring a decision for a 
particular problem or issue.151  
‐ Policy formulation stage: This stage involves selections of policy options, 
objectives and instruments, based on policy analysis and influential factors 
(such as contexts, policy actors and stakeholders).151 The policy 
formulation stage involves many stakeholders and requires evidence-based 
decisions. Policy actors play crucial roles in content formation.155  
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‐ Policy implementation stage: At this stage the policy is delivered to 
implementers to put it into practice.151,156 It is often perceived as an 
administrative and managerial process.145 The implementation is 
recognised as the critical stage after the policy has been made in 
determining the success of policy. Whether the policy achieves or fails to 
achieve government objectives and outcomes is influenced by the 
implementation process. 
‐ Policy monitoring and evaluation stage: The policy and its impact are 
measured against the policy goal(s) or expected outcome(s) at this stage, 
then the output of the evaluation process is provided as feedback to 
policymakers to allow them to understand problems and make policy more 
effective. In theory, monitoring and evaluation takes place when the policy 
has been implemented; however, in reality the evaluation happens at many 
points, either occasionally or regularly, during the policy process, from 
agenda setting to policy implementation.157    
An appreciation of the policy process and its individual stages is important for 
public health policy researchers and stakeholders, allowing them to understand the 
nature of activities in the policy process in any jurisdiction and take into account 
the complexity of the process.143 This understanding can support efforts to 
strengthen public health policies to meet the targeted outcomes, as well as activate 
previously unexplored levers of influence for public health research and practice.  
As already noted, this PhD project specifically focused on analysing the 
implementation process of government policies and actions to create healthy food 
environments for preventing overweight and obesity and diet-related NCDs in 
Thailand, in particular factors influencing implementation. The starting point for 
the analysis was to review existing knowledge of theoretical approaches relating to 
the implementation process, as presented in the following section. This knowledge 
helped the candidate to develop more refined methods and tools to provide better 
information and understanding of the implementation process, which can lead to 
better policy.  
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Policy implementation process 
This section describes the theoretical underpinnings of policy implementation in 
order to build an understanding of the implementation process and provide 
background to guide the development of the PhD study, in particular the 
theoretical propositions that underpin it. This understanding can contribute to the 
identification of how and why the policies have or have not been implemented as 
planned. 
 Why is the implementation process important? 
Policy implementation is an important process in determining policy outcomes 
and effectiveness. It has long been recognised as a stage focusing on 
transformation of policy decisions into practices.151,156 The implementation 
process often involves multiple stakeholders across multiple sectors and at 
multiple levels, and a range of factors shapes how the policy decisions are 
translated into expected actions. Stakeholders and their relationships, between 
themselves and with implementers, can determine the outcomes; however, often, 
policy is not implemented as designed, sometimes due to distortion of expected 
policy outcomes by operational level bureaucrats.158 Moreover, the effectiveness 
of implementation varies across policy types and policy issues.159 Critical factors 
include levels of resistance and support, technical difficulties, scale of change, 
number of implementers and clarity of policy.145  
It is important to understand the policy implementation process in part because 
many policy actions are publicly funded, and therefore decision-makers are 
accountable to their electors. In addition, policy implementation is frequently 
assessed to inform ongoing programmatic decision-making and to explore how 
and why outcomes were or were not achieved. Understanding the policy 
implementation process can aid later policy formulation, in particular in making 
the policy decisions appropriate to the implementation setting and then achieve 
expected outcomes. Implementation sciences and, in particular, literature relating 
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to the policy implementation provide important lenses to inform understanding of 
policy implementation. 
Although implementation is included as a seperate stage with its own distinct aim, 
there is an interplay between the implementation stage and other policy stages. As 
such, in many cases policy implementation is not only determined by its own 
context, but also the other policy stages and in particular policy formulation. 
Often, key players in implementation are also policy makers or are involved in 
formulation, and accordingly, implementation can make or alter policy to some 
degree158, either by adapting, or selectively distorting the policy.160 In the reverse 
direction, the implementation is an isolated administrative activity, clearly 
disconnected from policy makers.161 If the policy makers fail to produce a policy 
that is clear, well communicated and understood as well as satisfying or fitting 
basic interests, values and context of implementers, the implementers may fail to 
comply with the policy or distort expected policy outcomes.158 Therefore, the 
underlying factors that hinder or facilitate implementation can often be found in 
the prior policy formulation process. This connection between policy 
formulation/design and implementation was taken into account in the literature on 
theories of policy making. 
 
 Theoretical approaches 
In this PhD project, existing evidence on the policy implementation was reviewed. 
This led to identification of classic works in the field of policy implementation, 
and contemporary articles related to relevant theories, models and frameworks. 
The review identified many theoretical approaches, which have been used to 
provide insights into implementation mechanisms, as well as explanations of 
barriers and facilitators to implementation. Many theories, models or frameworks 
used in the implementation studies were borrowed from other disciplines, such as 
psychology, sociology and organisational theory; some are from other disciplines 
adapted for implementation, and some are unique to policy implementation.162  
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It is essential to identify a theoretical underpinning that can facilitate an 
understanding and explanation of how and why implementation succeeds or fails. 
Taken together, a range of key theories, models and frameworks used in 
implementation science can enhance understanding and explanation of the 
implementation process and of all complexities influencing success or failure of 
the implementation.163 This contributes to developing appropriate strategies to 
achieve more successful implementation. 
The candidate laid out three groups of theoretical approaches grounded in diverse 
disciplines and worldviews that have relevance to the implementation: classic 
theories, implementation theories and approaches adapted to implementation 
(Table 2.6). 
Table 2.6 Categories of theoretical approaches and a set of relevant theories, 
models and frameworks underpinning policy implementation   
Categories Theory/model/framework Purpose 
Classic theories Transtheoretical Model of 
Behaviour Change 
To assess an individual's readiness to act on a 
new, healthier behaviour, and provide strategies 
or processes of change to guide the individual 
through the stages of change to Action and 
Maintenance 
Theory of Planned 
Behaviour  
To explain individual behaviour that is driven by 
behavioural intention, where behavioural 
intentions are a function of an individual's 
attitude toward the behaviour, subject norms and 
individual's perception 
Social Cognitive Theory To indicate the relationship between people and 
their environment (role models (peers, parents), 
social norms, personal beliefs, knowledge and 
skills, self-efficacy, and self-confidence) 
Diffusion of Innovation 
Theory  
To explain how, over time, an idea or product 
gains momentum and diffuses (or spreads) 
through a specific population or social system 
Implementation 
theories 
Top-down model To explain policy implementation as a 
distinctive activity in which policies are set at 
higher levels and are then delivered to 
subordinate levels for implementation 
Bottom-up model To explain policy implementation as involving 
subordinate levels playing an active part in the 
implementation process, especially the 
discretion to reshape the objectives of the policy 
and change the way the policy is implemented 
95 
Categories Theory/model/framework Purpose 
Bargaining and negotiation 
model 
To provide an insight into the ‘how’ and ‘why’ 
of implementation by taking a more political 
view of the implementation process  
Approaches 
adapted for 
implementation 
COM-B System 
Framework  
To provide understanding of behaviours whether 
targets of intervention have capability, 
opportunity and motivation to carry out the 
behaviour, and to identify potential intervention 
functions and policy categories which might 
bring about change 
Normalization Process 
Theory  
To explain how innovation can be implemented 
and integrated into a new system of practice or 
routine, including identification of factors 
determining the implementation of innovation 
Ecological Framework  To explain an interaction between factors at 
several levels of influence on implementation 
and adoption of preventative intervention 
programs  
Promoting action on 
research implementation in 
health services (PARIHS)  
To help understand elements that influence 
successful implementation of evidence-based 
practices in health care settings 
Conceptual Model To explain factors influencing the success of 
implementation 
Implementation of Change 
Model 
To explain determinants of effective change and 
improvement in implementation in healthcare 
Consolidated Framework 
for Implementation 
Research (CFIR) 
To provide understanding of implementation 
factors across multiple contexts   
 
1) Classic theories 
In this PhD project, ‘the classic theories’ refers to theories from disciplines such as 
psychology, sociology and organisational theory. Psychological behaviour change 
theories are widely used in public health, including implementation science, as 
they describe change mechanisms involved in implementing evidence-based 
practices.  
Key models and theories of behaviour change often applied in this field are the 
Transtheoretical Model (TTM), Theory of Planned Behaviour (TPB), Social 
Cognitive Theory (SCT) and Diffusion of Innovation Theory (DOI). TTM, TPB 
and SCT are the most frequently mentioned approaches for designing and 
conducting public health policy and interventions164,165, and have dominated the 
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public health field for the past few decades.165-167 Meanwhile, DOI is one of the 
oldest social science theories, and has been used successfully in many fields 
including public health. More than four thousand articles across dozens of 
disciplines involve DOI.168  
The TTM, also called the Stages of Change Model, is the most prominent stage in 
health; it focuses primarily on individuals’ decision-making.165,169-172 It assumes 
that changes in individuals’ health behaviour involve multiple actions and 
adaptations over time before success; in other words, people do not change their 
behaviours quickly and decisively.172 This model can suggest strategies for 
improving the success of public health policy and interventions by addressing 
people at various stage of the decision-making process, allowing the policy and 
interventions to be tailored to individual need.165,171 However, TTM has been 
criticised for an inadequate reflection of reality, in particular ignorance of the 
social and cultural contexts in which change occurs173, human behaviour that is 
too multifaceted to fit into separate, discrete stages173,174, and little identification of 
information on how people change and why only some individuals succeed.175  
The TPB explains individual behaviour that is driven by behavioural intentions, 
where behavioural intentions are a function of an individual's attitude toward the 
behaviour and behaviour control that directly influences the intentions.176 The 
TPB also comprises other constructs, including subjective norms and health-
related behaviour constructs.177 The TPB has been used to predict and explain a 
wide range of health behaviours and intentions, including physical activity, diets, 
smoking and breastfeeding, among others.177-182 However, it is limited in 
considering environmental or economic factors that may influence a person's 
intention to perform a behaviour. 
The SCT has been widely used in health promotion due to its emphasis on the 
individual and the environment, the latter of which has become a major point of 
focus in recent years for health promotion activities. SCT indicates relationships 
and interaction between personal factors and environmental influences in 
addressing individual behaviour change.174,183,184 Key constructs of SCT that are 
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relevant to health behaviour change interventions include social norm, 
reinforcement, self-efficacy, and self-confidence.174,183-185 The theory is loosely 
organised, based solely on the dynamic interplay between person, behaviour and 
environment. Therefore, the extent to which each of these factors translates into 
actual behaviour, and if one is more influential than another, is unclear. Box 2.1 
presents an example of applying SCT and other behavioural theories in public 
health intervention.   
Box 2.1 Application of SCT and TTM theories in a women’s cardiovascular 
disease prevention program 
Source: Glanz K and Bishop DB, 2010165 
The WISEWOMAN (Well-Integrated Screening and Evaluation for Women 
across the Nation) program conducted and evaluated lifestyle change interventions 
to reduce cardiovascular disease risk through improved nutrition and increased 
physical activity. This program was in conjunction with the National Breast and 
Cervical Cancer Early Detection Program in many states of the USA. The 
program’s interventions were operated using strategies grounded in behavioural 
science theories such as SCT, TTM, social support and lay health advisors. Two 
core constructs were included in the standard intermediate measures: readiness to 
change and barriers to behaviour change. Readiness to change is a key construct of 
the TTM, and barriers to change can be conceptualised as related to the TTM, 
SCT and other theories. 
 
The DOI has been widely applied in the implementation sciences. It is considered 
‘the single most influential theory in the broader field of knowledge utilization of 
which implementation science is a part.’186 It offers insights into processes of 
social change, and has five qualities that determine success of implementation and 
outcomes: relative advantage, compatibility with existing values and practices, 
simplicity and ease of use, trialability, and observable results.187 It also highlights 
‘the importance of intermediary actors (opinion leaders, change agents and 
gatekeepers) for successful adoption and implementation.’162 Despite its 
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contribution to accelerating the adoption and implementation of public health 
programs, DOI does not take into account an individual’s resources, which are a 
key part of achieving program outcomes.  
In summary, the classic theories identified in this review have varying strengths 
and weaknesses. TTM and TPB have shown utility in public health by predicting 
and explaining a wide range of individual behaviour. They can guide strategies for 
public health interventions to address people or target populations specifically, and 
can lead to effective policy implementation. However, they are limited in their 
ability to consider environmental influences. SCT and DOI have illustrated the 
importance of environmental influences on individual behaviour. Nevertheless, 
they focus heavily on social influences and processes and the interactions of these 
influences with individual behaviour change, and in doing so disregard individual 
factors that partially determine the behaviours. 
Applying individual models and theories to one public health problem may be 
difficult, especially in developing and improving focused public health policy and 
interventions. Combined knowledge from all these theories is needed to give a 
clear explanation of policy implementation. 
 
2) Implementation theories 
Implementation science has drawn on many existing theories or concepts to 
enhance understanding and explanation of certain aspects of implementation, and 
allow identification and prioritisation of factors that drive successful 
implementation to improve implementation effectiveness.  
Top-down and bottom-up approaches are competing models of policy 
implementation process. Some scholars call them ‘forward mapping’ (top down) 
and ‘back mapping’ (bottom up).188  
The top-down approach is known as the rational or system model of 
implementation.189 Scholars define policy implementation as a process vertically 
directed from central decision-makers, who formulate efficient policy to suit the 
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existing problems; this disconnects them from the implementation.161 These 
people can sometimes use this situation as an ‘escape hatch’ to free themselves 
from an undesirable situation,190 such as responsibility for poor policy outcomes, 
by blaming failure on implementation factors. Accordingly, the top-down 
approach has been criticised on a variety of grounds. The most striking criticism is 
that it favours high-ranking administrators, neglecting others.191 In reality, other 
actors, organisations and an overarching set of institutional structures exist within 
political aspects that heavily influence the policy process and where political 
outcomes are negotiated.192 The top-down model does not adequately account for 
this political interaction. In many less developed countries, this approach is 
typically used for formulating and implementing policy programs.193 Box 2.2 
presents an example of application of the top-down approach in public health 
policy in Thailand. 
Box 2.2 Application of the top-down approach in Thai alcohol policy 
implementation 
Source: Thamarangsi T 200861 
A top-down approach was regarded as an appropriate model for policy 
implementation in Thailand’s centralised administrative system. Officially, the 
central administrative system, including ministries and departments, has 
jurisdiction over provincial and district administrative systems. Furthermore, 
policymakers, both politicians and bureaucrats, are senior to policy implementers; 
therefore, Thai implementers are unlikely to be extensively involved in the 
policymaking process.  
Thai alcohol policy implementation reflects the top-down implementation model, 
particularly when considering the limited involvement of low-ranking officers. In 
the Thai administrative system, alcohol policy implementers are primarily 
confined to public agencies, and are integrated into central and local 
administrative levels. Many interventions are implemented at both levels. Alcohol 
advertising surveillance is carried out by the Thai FDA Office, the central 
regulator overseeing centrally broadcast media, and the Provincial Health Office 
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for local media. In contrast, some interventions, such as time of sale regulations, 
are implemented by area, although through the central coordination system. Many 
interventions, including education and persuasion, are mainly conducted by 
government and non-governmental sectors. 
 
In contrast to the top-down approach, the bottom-up approach recognises the work 
of actual implementers.191 This approach implies that the policy process is an 
interactive process, rather than a linear one. It focuses on centrally located actors 
who formulate and implement government policy by developing networking 
among actors involved at local, regional and national levels in planning, financing 
and execution of relevant policy programs.194 This provides a mechanism for 
moving from local actors and decision-makers to the central policymakers in both 
the public and private sectors.195 The bottom-up approach is more likely to provide 
a blurred distinction between the policy as made and implemented, as the policy is 
often made and then remade by local officials. As such, it is more likely to be 
about describing the factors that caused difficulty in reaching stated goals;191 this 
can help adapt the policy to local difficulties and contextual factors. However, the 
bottom-up approach is strongly criticised for neglecting the power and authority of 
central administration actors who are elected through a majority of voters, instead 
focusing on local, largely unelected actors, and overemphasis on interaction at the 
local level.191 
Both the top-down and bottom-up models provide a broad but simple 
understanding of how implementation operates in a unidirectional approach; 
neither explains much about structured context in implementation. An alternative 
model, sometimes called the synthesis or hybrid approach, describes the structured 
context of works based on central/local government.  
Richard Elmore made the first attempt to combine the top-down and bottom-up 
models.189 His model incorporates the influence of political institutions and other 
available resources, and has the ultimate goal of motivating groups to participate 
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in the implementation. However, the model still lacks a clear description of the 
policy implementation process.  
Another attempt to create a combined approach was Barrett and Fudge’s model, 
which concentrates on political influence on the implementation process. The 
model was developed by combining the strengths and filling gaps in the top-down 
and bottom-up concepts. It takes a more ‘political’ view of the implementation 
process from the bottom up, and at the same time uses the ability of the top-down 
model to understand the implementation process in many and varied ways.196 The 
model presents an alternative ‘action-centred approach’ for observing what 
actually happens or gets done, and seeks to understand how and why; this 
involves, in particular, ‘power relations and different mechanisms for gaining or 
avoiding influence or control.196,197’ The model shifts more focus to political 
context and negotiation processes in policymaking and implementation. It 
addresses not only interactions between organisations, but the interactions 
between their members, who may have values, perspectives and priorities that 
differ from one another and from those advocating the policy.  
Policy implementation often involves a wide range of stakeholders who regularly 
interact at local and central levels to achieve the goal or intent of the policy. 
Therefore, the implementation can be studied from a variety of different 
perspectives using quite different theoretical tools. Nor is it evident that any one 
theory is better than the rest. 
 
3) Approaches adapted for implementation 
Some relevant frameworks were built on the results of implementation studies, 
some were founded on theories from other disciplines, and some were drawn from 
researchers’ own implementation experience. For example, the COM-B 
(Capability, Opportunity, Motivation and Behaviour) system framework and 
Normalization Process Theory provide more understanding of behaviour and 
actions that occur in an implementation context. These two approaches were 
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identified in the most recent comprehensive review162 as allowing researchers to 
identify and prioritise most critical factors or aspects to the implementation.  
The COM-B system framework is a ‘behaviour system’ framework, which was 
systematically constructed from existing frameworks of behaviour change 
interventions.198 It involves capability, opportunity, and motivation, which interact 
in the system to generate behaviour that in turn potentially influences these 
components. The causal links between these components in the system can affect 
the required transformation, such as reducing or amplifying the effect of particular 
interventions aimed at behaviour change. In aspects of policy implementation, the 
framework can provide a basis for formulating and implementing interventions in 
a way that permits consideration of ‘what the behavioural target would be, and 
what components of the behaviour system would need to be changed to achieve 
that implementation.198’ The three components could be barriers or facilitators to 
the success of the implementation. However, there are no guarantees for 
application of this framework across different policy circumstances198, and 
combination with different frameworks may be useful. 
Normalization Process Theory (NPT) was derived from an empirical study of 
implementation of new technology and a trial of a complex intervention.199,200 It 
provides a conceptual framework for understanding and evaluating the 
implementation, embedding and integration of work into routine practice 
(normalisation).199-203 It has wide applications in the study of implementation 
processes.204 The NPT involves four constructs that represent different kinds of 
work that people do around implementing a new practice (coherence, cognitive 
participation, collective action, and reflexive monitoring), and relationships 
between these constructs.201 Despite being derived from multidisciplinary 
evidence, NPT focuses on the contribution of social action to the implementation. 
This limits explanation for the actions around behaviour and structure at a societal 
level.204  
Other adapted approaches include determinant frameworks that help explore 
factors that predict the likelihood of implementation success and failure, such as 
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the Ecological Framework, Promoting Action on Research Implementation in 
Health Services (PARIHS), the conceptual models, the Implementation of Change 
Model, and the Consolidated Framework for Implementation Research (CFIR). 
The Ecological Framework has been widely used in the fields of public health and 
health promotion. The framework is based on evidence that no single factor can 
explain the implementation and adoption of preventative intervention policy and 
programs.205,206 It treats interactions between individuals and environments at 
different levels with equal importance to the influence of factors within a single 
level.207-209 The environments are divided into individual, relationship, community 
and societal levels. 
Durlak and DuPre206 used the Ecological Framework as the basis for developing 
an adapted framework aimed at understanding effective implementation. Their 
adapted framework identifies at least 23 contextual factors that influence the 
implementation: communities (e.g. prevention theory and research, politics, 
funding and policy), provider characteristics (e.g. perceived need for innovation 
and its perceived benefits, self-efficacy, and skill proficiency), characteristics of 
the innovation (e.g. compatibility and adaptability), organisational capacity (e.g. 
positive work climate, organisational norms regarding change, integration of new 
programming, and shared vision), staffing (e.g. leadership, program champion and 
managerial/supervisory/administrative supports), and prevention support system 
(e.g. training and training assistance).  
Promoting Action on Research Implementation in Health Services (PARIHS) is a 
widely cited conceptual framework that has been applied for varied purposes, at 
varied levels and in varied ways in implementation.210-214 It consists of three key 
interactive elements that influence successful implementation of evidence-based 
practices (EBPs): evidence (E), context (C) and facilitation (F). PARIHS is 
described as  
a broad framework to guide development of a program of 
implementation interventions that effectively enable EBP related 
changes. Specifically, it can be used to diagnose critical elements 
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related to implementation of an EBP (E and C) and thence 
development of an implementation strategy (F) to enable successful 
and sustained change.211  
Several researchers have developed relatively comprehensive conceptual models 
of factors influencing the success of implementation.215-217 A systematic review by 
Greenhalgh217 combined a large and diverse literature into a unifying model of the 
DOI. It highlighted determinants that may affect implementation including 
decision-making devolved to frontline teams, a hands-on approach by leaders and 
managers, human resource issues (especially training), dedicated resources, 
internal communication, external collaboration, reinvention/development, and 
feedback on progress. It also exposed influence in external contexts, which are 
informal inter-organisational networks and political directives, incentives and 
mandates of implementation, and organisational characteristics that encourage and 
inhibit implementation. 
Grol et al.’s model of implementation of change in healthcare218 represents an 
intriguing summary of a series of theories that presents hypotheses about 
determinants of effective change and improvement of implementation in 
healthcare. They borrowed elements from several existing models to create their 
model, which describes crucial elements or principles for successful 
implementation in a context of ‘social setting (e.g. attitudes of colleagues, culture 
and leadership) and of the economic, administrative and organizational context.’162  
The CFIR was developed by synthesising existing implementation theories to fill 
gaps – missing constructs – in individual theories. Damschroder et al. introduced 
the CFIR to offer ‘an overarching typology to promote implementation theory 
development and verification about what works where and why across multiple 
contexts’.216 The CFIR comprises five major domains that influence 
implementation effectiveness: 1) intervention characteristics, 2) outer setting, 3) 
inner setting, 4) characteristics of the individuals involved, and 5) implementation 
process. Each domain varies in number of constructs. Eight constructs were 
identified related to the intervention (intervention sources, evidence strength and 
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quality, stakeholder’s perception of relative advantage, adaptability, trialability, 
complexity, design quality and packaging, and cost). Four constructs were 
identified related to outer setting (patient needs and resources, cosmopolitanism, 
peer pressure, and external policies and incentives). Twelve constructs were 
identified related to inner setting (structural characteristics, networks and 
communications, culture, leadership engagement, available resources, access to 
information and knowledge, and six sub-constructs of implementation climate). 
Five constructs were identified related to individual characteristics (knowledge 
and beliefs about the intervention plan, self-efficacy, individual stage of change, 
individual identification with organisation, and other personal attributes such as 
tolerance of ambiguity, intellectual ability, motivation, values, competence and 
capacity). Eight constructs were identified related to process (planning, engaging 
(including opinion leaders, formally appointed internal implementation leaders, 
champion and external change agents), executing, and reflecting and evaluating). 
Box 2.3 shows an example of application of the CFIR framework in identifying 
barriers and facilitators for implementation of health care services. 
Box 2.3 Application of the CFIR framework for implementation of an internet-
based patient-provider communication service 
Source: Cecilie V et al. 2015219 
Cecilie V et al. used the CFIR to identify barriers and facilitators influencing 
implementation of an internet-based patient-provider communication (IPPC) 
service system in five hospital units, and determinants of high and low 
implementation success. The study found 12 constructs that distinguished between 
high and low implementation units. Half of the distinguishing constructs were 
related to the inner setting domain of the CFIR, and showed that structural 
characteristics of the units, available resources, culture, and implementation 
climate influenced the implementation of IPPC. This indicated that institutional 
factors are of particular importance for implementation success in a given context.  
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Several key constructs and issues are common to the widely cited models and 
frameworks for understanding implementation processes, especially factors 
influencing implementation. This helps to establish a structure in framing a list of 
potential factors that guides further studies to improve the policy implementation 
process. 
 
Conceptual framework of this PhD study 
Prominent policy implementation theories, models and frameworks were 
reviewed, along with factors that contribute to implementation success or failure, 
including different levels, processes, and stakeholders involved in implementing 
the policy. However, an explanation of policy implementation based on a single 
theory, model or framework was not adequate to capture several key aspects of the 
process, including influencing factors, in various contexts; each has its own 
strengths and weaknesses. Combining different theories, models and frameworks 
enabled the candidate to draw on their main strengths while minimising their 
weaknesses.   
The candidate developed a conceptual framework (Figure 2.3) from the theories, 
models and frameworks in the literature review to guide the study methodology. 
The developed framework focused on interactions of elements across multiple 
contexts that can influence implementation. The contexts were divided into two 
major levels (inner and outer contexts) with several constructs within each 
context.  
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Figure 2.3 Conceptual framework of analysing implementation process 
The inner context considers the interactions between three key constructs that have 
a direct involvement in and strong influence on the policy implementation: 
characteristics of policy/intervention, intra-organisational characteristics, and 
individual adopter characteristics. Each construct was also integrated into central 
and local administrative levels.  
The policy/intervention characteristics include its relative advantage (clear, 
unambiguous), compatibility of the policy to users’ context, the policy’s 
complexity, adaptability and observability, policy potential for reinvention, fuzzy 
boundaries of policy implementation, policy risk, and nature of knowledge 
required to implementing the policy (tacit/explicit). The individual adaptor 
characteristics described individual needs, motivation, values and goals, 
knowledge, attitudes, specific skills, self-confidence, leadership and personal style 
(e.g. flexibility and consistency). The intra-organisation characteristics indicated 
executive leadership, organisation size, absorptive capacity (e.g. preexisting 
knowledge/skills, ability to use new knowledge, specialisation and mechanisms to 
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support knowledge sharing for implementation such as training), authority of 
organisation, dedicated resources (e.g. funding and staffing), organisation culture 
(e.g. normative beliefs and shared visions and expectations), and organisational 
climate (e.g. shared perceptions of the psychological impact of work 
environment), internal communication and external collaboration. 
The outer context considers environmental influences from three levels (physical, 
social and macro levels) that are necessary for successful implementation. Within 
each level key elements influence implementation: at the physical level 
(evaluation system, information and evidence and infrastructure support); social 
level (social norms, community involvement, social networks and consumer 
support/advocacy); and macro level (political climate, governance, external 
policies, inter-organisational networks, communication and economic context).  
Besides illustrating the multiple contexts and levels of influence on policy 
implementation, the framework emphasises the interaction and integration of 
factors across and within the contexts and levels. The elements in the inner 
contexts and at all three levels of the outer context can interact with each other and 
lead to effective implementation, that is, a process for conducting the policy and 
intervention as planned.  
The conceptual themes and framework were used to guide analysis of the 
implementation of two government policies to create healthy food environments in 
Thailand (see Chapter 3). In particular, the elements indicated in the framework 
guided the study by identifying and clustering the barriers to and facilitators of the 
implementation.   
 
2.3.4 Conclusions 
This review outlines theoretical approaches relevant to implementation, including 
theories, models and frameworks. The review demonstrates that the approaches 
vary in terms of explaining the implementation process, especially factors 
influencing the effective implementation of the policy, and have their own 
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strengths and limitations. Accordingly, a new conceptual framework was 
developed by combining the key elements and attributes of these approaches, and 
used to guide analysis of selected implementation processes in this PhD project.  
 
2.4 Chapter summary  
This chapter presents a review of methods and tools for assessing policy 
implementation and the theoretical approaches underpinning implementation. 
These first review findings provide insights into the assessment of the 
implementation of policies intended to create healthy food environments for 
preventing obesity and diet-related NCDs by governments. The second review 
provides a synthesis of current knowledge of theoretical approaches to the policy 
implementation process, which contributed to the development of a new 
conceptual framework that helped identify the barriers and facilitators to 
implementation of selected Thai government policies.  
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Chapter 3 Methodology 
 
3.1 Chapter overview 
The purpose of this chapter is to describe the methods and tools used in the two 
sub-studies (Studies 1 and 2) of this PhD project. The previous chapters provide a 
rationale for the research (Chapter 1), and present a review of previous research on 
methods and tools for analysing the implementation of government policies and 
the implementation process, as well as theoretical approaches underpinning policy 
implementation (Chapter 2).  
Study 1 was designed to assess the extent of implementation of food environment 
policies and infrastructure support systems in Thailand, including the proposal of 
key actions based on the implementation gaps identified and proposed actions 
prioritised by state and non-state actors. Based on the first of the two reviews 
provided in Chapter 2, Thailand had no existing mechanism or system for 
assessing the implementation of policies to create healthy food environments for 
preventing overweight and obesity and diet-related NCDs. The INFORMAS 
Food-EPI was selected as the most appropriate tool to assess the extent of 
implementation of food environment policies and actions and was adapted to the 
Thai context.  
Study 2 consisted of analysis of the implementation process of two selected food 
environment policies in Thailand, with a particular focus on the barriers to and 
facilitators of implementation. The conceptual framework developed from the 
findings of the second review in Chapter 2 was used to develop an interview 
guide.   
This chapter begins with a description of the study’s setting, philosophical 
foundations, analytical framework, ethics approval and compliance with Victorian 
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& Commonwealth§ Privacy Law. This is followed by explanations of the designs 
of Studies 1 and 2, the expected outcomes, and a chapter summary. 
 
3.2 Study setting 
This PhD project was conducted in Thailand. The project is related to one of nine 
distinct modules of the broader INFORMAS project25 in Thailand, which includes 
monitoring of key characteristics of food environments and monitoring of private 
sector policies and actions.  
The INFORMAS project involved Thai experts and stakeholders in food and 
nutrition policy and public health-related areas. The experts and stakeholders 
included university professors, lecturers and senior researchers at major Thai 
universities (Mahidol University, Chulalongkorn University, Prince of Songkla 
University, Kasetsart University and Chiang Mai University); researchers at 
independent research institutions (the Food and Nutrition Policy for Health 
Promotion Program, the Health Promotion Policy Centre and the International 
Trade and Health Program); representatives of non-profit governmental 
organisations (Sweet Enough Network, Network of Fatless Belly Thais, Thai 
Health Promotion Foundation, Consumer Foundation, Nutrition Association of 
Thailand, Low Salt Network, the Royal College of Physicians of Thailand, Family 
Media Watch Network, Institute for Child and Youth Media, Family Network 
Foundation, National Health Foundation, Thai Dietetic Association, and Nutrition 
Promotion Foundation under the Royal Patronage of HRH Princess Maha Chakri 
Sirindhorn); and government officials from various government agencies and 
ministries (Ministry of Public Health, Ministry of Education, Ministry of Finance, 
Ministry of Commerce, Ministry of Industry, Ministry of Agriculture and 
Cooperation, Ministry of Interior, Bangkok Metropolitan Office, Ministry of 
Information and Communication Technology, the Government Public Relation 
Department at the Prime Minister's Office, National Economic and Social 
                                                     
§ Victoria is the Australian state in which the candidate was based and 'the Commonwealth' refers to 
Australian Nation. 
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Development Board Office, National Health Commission Office, and Border 
Patrol Office (Agriculture for School Lunch Project) of Royal Thai Police).  
The PhD candidate was a member of the core project team, leading two modules 
(public and private sector policy modules) and helping oversee the timelines and 
logistics of the project, including communicating with the project team to ensure 
that the candidate’s project and the entire INFORMAS project were achieved 
within the planned timeframe. 
  
3.3 Philosophical foundations 
The two studies that made up this PhD project relied on the following key 
philosophical and theoretical perspectives. 
 
Ontology and epistemology 
All scientific research rests on assumptions and principles from these elements of 
philosophy.220,221 
Ontology concerns the fundamental nature of reality; when a study is conducted, 
researchers make assumptions about what exists or its place in the world.221 The 
PhD candidate adopted a nominalist position, whereby it is held that what we see 
or how we experience reality is influenced or shaped by subjective–cultural 
factors. From this ontological position, our personal biography and cultural 
worldview always organise our experiences into categories (such as race, gender 
and culture) and patterns. Therefore, what one person sees can be very different 
from what others see.  
Epistemology is concerned with the production of knowledge, focusing on how 
we can learn about or know what exists is true.221 According to the nominalist 
position, observations to gather evidence are shaped by people’s interpretations 
and subjective views, as well as the time and place at which they occur. Therefore, 
the best knowledge we can produce is carefully considered interpretations of 
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people’s understandings and views of what they observe in specific settings. This 
PhD project was based on constructivist epistemology, which argues that 
knowledge and reality do not have an objective or absolute value or, at least, that 
we have no way of knowing this reality. Rather, reality is defined through a 
person’s active experience of it.222 
These social research perspectives helped guide the way data in this PhD project 
was collected and analysed across different groups of people and different 
settings. 
 
Theoretical perspectives  
These perspectives concern certain assumptions that underlie the questions asked, 
and thus contribute to better understanding of them.223  
For the purposes of this PhD project, an interpretivist perspective, closely linked 
to constructivism,222 was adopted. It concerns producing understandings or 
descriptions of people’s experiences and perspectives within their natural settings. 
The researcher should focus on meanings or try to understand what is happening. 
Methods used include qualitative methods to establish different views of a 
phenomenon, with small samples researched in depth and over time. 
 
Underpinning frameworks  
Frameworks help organise inquiry by identifying elements and relationships 
among elements that need to be considered for theory generation.224 Explicit 
attention to theory development can benefit researchers by deepening their 
understanding of causality and by bringing coherence to a fragmented body of 
knowledge.225  
In this PhD project, the classic ‘policy stages framework’ was used to provide an 
understanding of and frame the policymaking process. The stages framework is an 
orthodox and widely accepted framework, which serves as a useful heuristic 
device.141,142,151,152,154 It views the policymaking process as a linear process 
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composed of a series of stages or phases.141,142,151,154 These stages are developed in 
a rational and sequential structure, starting with identifying problems and ending 
with a set of activities designed to solve that problem.  
Although this policy stages framework has been criticised for depicting the 
complex public policy process as a one-way or linear progression226,227, many 
researchers have used it as a constructive starting point to help understand such 
complexity.142,145,155 
These reflections highlight practical implications for research design and conduct 
as well as the interpretation of findings in this PhD project. In regards to design, it 
is clearly evident that this type of research requires qualitative methods to enable 
the investigator to closely interact with and explore the participants’ experiences 
and views regarding the implementation of the food environment policies. 
Implications for conducting the research are that the study needs to involve senior-
level bureaucrats and experienced stakeholders as such people are best placed to 
provide deep insights into the implementation process of the policies. Also there 
are implications for the interpretation of the qualitative data as participants’ 
responses to the posed questions are influenced by preconception and contextual 
factors including people’s background circumstances, their expectations and their 
experience of the implementation. For example, participants from non-government 
sectors, who have traditionally been at the forefront of advocating or catalysing 
governments to implement policies for society, may have unrealistically high 
expectations for government action. Also, the participants are, for the most part, 
not exposed to the on-the-ground implementation and as such may view prospects 
from policy implementation differently from participants within the government 
sector.  
 
3.4 Analytical framework  
The analytical framework (Figure 3.1) helped guide the assessment of policy 
implementation and the implementation process. It was built upon the 
INFORMAS Food-EPI framework, which consists of two components (food 
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policies and infrastructure support), 13 domains and a set of good practice 
indicators within each domain.48 The ‘policy’ component comprises seven food 
domains (composition, labelling, promotion, prices, provision, retail, and trade & 
investment), and the ‘infrastructure support’ component comprises six domains 
(leadership, governance, monitoring & intelligence, funding & resources, platform 
for interaction, and health-in-all policies). In total, the 42 Food-EPI indicators 
across these two components were used to assess the Thai government’s level of 
implementation of food environment policies against international best practice 
using a rating process, supported by evidence validated with government officials 
and international benchmarks for each of the indicators. All the indicators are 
described in Table 4.1 of the published manuscript reproduced in Chapter 4. 
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Policy 
Assessment
Food 
Policies
Infrastructure 
Support
• Food composition
• Food labelling
• Food promotion
• Food prices
• Food provision
• Food retail
• Food trade and 
investment
• Leadership
• Governance
• Monitoring & 
intelligence
• Funding & resources
• Platforms for 
interaction
• Health-in-all Policies
International 
good practices
2 COMPONENTS 13 DOMAINS 42 INDICATORS
OUTPUTS
• Appraisal of the applicability of 
the Food-EPI tool and process 
in Thai context 
• Government performance on 
the implementation of public 
policies and infrastructure 
support in Thailand
• Lessons learned from the 
implementation process, 
including barriers and 
facilitators
• Policy recommendation for 
improving the healthiness of 
food environments in Thailand
1
INFORMAS Healthy Food Environment Policy Index (Food-EPI) framework (Swinburn et al. 2014)
Food-EPI
IMPLEMENTATION PROCESSPOLICY IMPLEMENTATION
Analysing barriers to and 
facilitators of implementation 
of selected government policies
1) a regulation to restrict 
unhealthy radio and television 
food advertising to children
2) a voluntary front-of-pack 
nutrition labeling policy to 
promote food products that had 
reduced their sugar, fat and/or 
sodium content by at least 25%
 
Figure 3.1 Analytical framework for assessing the implementation of food environment policies and the policy implementation 
process in Thailand 
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The Food-EPI assesses government’s implementation of key policies, but not the 
reasons how and why the policies were or were not successfully implemented. The 
PhD candidate also analysed the barriers and facilitators for implementation of a 
set of selected key policies, which occurred after finalisation of the assessment of 
the level of policy implementation using qualitative methods. Two policies were 
selected for analysis: 
 a regulation to restrict unhealthy radio and television food advertising to 
children, and  
 a voluntary front-of-pack nutrition labelling policy to promote food 
products that had reduced their sugar, fat and/or sodium content by at least 
25%.  
Details of these policies are given in the section on Study 2.  
In this PhD project, the following outputs were generated: appraisal of the 
applicability of the Food-EPI tool and process in the Thai context; an assessment 
of the Thai Government’s performance on food environment policy 
implementation; lessons learned from the implementation process, especially 
barriers and potential facilitators to implementation; and policy recommendations 
for the Thai Government. 
 
3.5 Ethics approval 
The project received ethics approval from the Thailand Institution for the 
Development of Human Research Protection and the Deakin University Faculty of 
Health Human Ethics Advisory Group (HEAG-H 193_2014) on 9th and 17th 
December 2014, respectively (see Appendix 1). 
 
3.6 Compliance with Victorian & Commonwealth Privacy Law 
This research project involved human participants. It complied with Victorian and 
Commonwealth privacy laws, including management of identifiable information. 
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All participants were given a study identification number to maintain privacy. All 
personal information (name and contact details) was stored in secure cabinets at 
Deakin University. The workshop, questionnaire survey and interview did not ask 
for identifying information such as names or addresses. No individuals’ data were 
identified in the results. All electronic information was entered into password-
protected computers accessing a secure network drive. All data will be retained at 
Deakin University for a minimum of five years after the final publication from the 
study, then destroyed. 
 
3.7 Study designs 
3.7.1 Overview 
According to the findings from the literature review (Chapter 2), the combination 
of the Food-EPI and qualitative methods and tools to assess the policy 
implementation process would provide a more detailed understanding of the 
implementation of food environment policies and actions in Thailand. Therefore, 
this PhD project used a mixed methods approach, in which quantitative and 
qualitative methods were combined, to achieve the project objectives.  
Mixed methods are increasingly recognised, by researchers in a variety of fields, 
as a valuable approach, because the strengths of each method can make up for the 
weaknesses of the other.228-230 In particular, there has been growing interest among 
researchers in applying mixed methods to monitoring and evaluating policies and 
programs.228,231,232 Quantitative methods are used to gather data in numerical form 
such as statistics and derive meaning and understanding from them. Meanwhile, 
qualitative methods add value to a study by providing more detailed, in-depth 
information to gain understanding about the process of policy and programs, such 
as the process of policy implementation and how this affects the policy and 
program outcomes and impacts.228  
This project consisted of two interlinked studies:  
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Study 1: an assessment of the level of implementation of food environment 
policies and infrastructure support systems in Thailand, including the proposal of 
concrete actions, and 
Study 2: an analysis of barriers to and facilitators of implementation of selected 
government policies on food environments in Thailand.  
 
3.7.2 Study 1  
Study 1 was conducted to achieve objectives 2 and 3 of the PhD project. 
Objective 2 To adapt methods and tools identified in the literature review to the 
Thai context.  
Objective 3 To assess the extent of implementation of government policies and 
actions to create healthy food environments for preventing 
overweight and obesity and diet-related NCDs in the Thai context 
using the adapted methods and tools. 
 
Study methods 
Food policies and systems, including resource availability and stakeholder groups, 
vary from country to country and from time to time.233 Therefore, it is essential to 
ensure that any measuring tool used within a country can generate information in a 
manner that reflects that country’s priorities and is accessible to policymakers and 
key stakeholders. The tool should help encourage governments to account for their 
efforts to improve policies and actions. This study adapted the protocol and Food-
EPI tool to the Thai context. The adapted protocol is presented as follows. 
The Food-EPI protocol was adapted by adding two steps to the original Food-EPI 
process64, namely checking appropriateness of domains and good practice 
indicators of the Food-EPI for the Thai context, and translating the indicators of 
the Food-EPI into the local language. The adapted Food-EPI process had 10 key 
steps (Figure 3.2).  
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Figure 3.2 The 10-step process for assessing the implementation of food 
environment policies and infrastructure support for policy implementation in 
Thailand (adapted from INFORMAS64) 
 
Each step of the adapted assessment process is briefly described below. More 
detailed description of the process can be seen in the published manuscript 
reproduced in Chapter 4. 
Step 1: Checking appropriateness of domains and indicators for Thai context 
All the domains and indicators of the version of the Food-EPI used previously 
were verified with Thai experts to check the appropriateness of all the domains 
and indicators for the Thai context.  
Step 2: Translating the Food-EPI into local language 
All 42 indicators were translated from English to Thai by the candidate and 
translated back to English by an independent translator. The back-translation was 
used to check for discrepancies between the original and translated versions.  
Step 3: Compiling evidence on policy implementation 
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The candidate gathered evidence about policy implementation for all the 
indicators from various data sources, including government websites, NGOs’ 
publications and websites, major Thai newspapers, and via contact with 
government officials.  
Step 4: Validating the evidence with government officials 
Thai government officials were invited to verify the completeness and accuracy of 
the evidence gathered (see Appendices 2 and 3). A list of the relevant government 
officials in all sectors (such as public health, education, finance and commerce) 
was compiled during collection of policy documents from secondary data sources 
(such as government websites and publications) and via consultation with Thai 
experts.  
Step 5: Collecting benchmarks  
This study used a list of international best practices, which were compiled by 
INFORMAS, as benchmarks (Appendix 4).  
Step 6: Pilot testing of the translated Food-EPI and a rating process 
Pilot testing the translated Food-EPI and a rating process was conducted with 10 
Thai experts from NGOs. Two rounds (three weeks apart) of pilot testing with the 
same process and participants were carried out to measure consistency within and 
between raters, held in August 4th and 25th, 2015 at the Ministry of Public Health 
Thailand.  
Rating workshops were organised in the same way during the pilot as outlined in 
detail in the next section. In addition to rating the current level of implementation 
against international best practice, pilot-testing raters were asked whether they had 
any difficulty in rating the indicators and whether the indicators were clear and 
policy relevant, and whether the evidence presented was complete and accurate. 
They also wrote down general, domain or indicator-specific comments.  
Ten experts who had background and expertise similar to participants in the actual 
workshops were invited to participate in the pilot testing. After the completion of 
the rating questionnaire, the results were presented to the raters, followed by a 
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discussion on major issues related to clarity, policy relevance, appropriateness and 
content of the good practice indicators, difficulty of rating, and appropriateness 
and completeness of evidence presented.   
The outputs from the discussion were synthesised and summarised. Minor changes 
to the tool (such as language changes) were made at this stage, with discussion 
with the INFORMAS coordinating centre in Auckland before a protocol 
adjustment. 
Step 7: Conducting rating workshop and proposing concrete actions by state and 
non-state actors 
One-day rating workshops were conducted separately with non-government 
stakeholders (‘non-state actors’) and government stakeholders (‘state actors’) in 
October 20th and November 11th, 2015 respectively, at the Ministry of Public 
Health Thailand. A list of participants was initially compiled from secondary data 
sources, using the following selection criteria:   
1) being an informed public health expert or government official involved in 
the policy implementation; 
2) working in academia, as representative of an NGO or medical association, 
or in a government agency; 
3) working in the fields of food composition/food labelling/food 
promotion/food prices/food provision/food in retail/food trade and 
investment/population nutrition promotion/food consumption, or other 
areas related to nutrition and public health; and 
4) not currently working with or for the food industry.  
All participants were asked to declare conflicts of interest (Appendix 5) to ensure 
that their interests did not influence or could not be perceived to influence their 
performance in the study.    
During the workshop the evidence and benchmarks were presented to the 
participants for each indicator. The indicators were rated using 5-point Likert 
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scales (Table 3.1), then grouped into four categories (‘high’, ‘medium’, ‘low’, and 
‘very little if any’). 
Table 3.1 Interpretation of the indicators and presentation of the rating scores 
Level of implementation Presentation of the scores 
1  =  <20% implemented 
2  =  20-40% implemented 
3  =  40-60% implemented 
4  =  60-80% implemented 
5  =  80-100% implemented 
High                     =  More than 75% implemented 
Medium                =  51% to 75% implemented 
Low                      =  26% to 50% implemented 
Very little, if any  =  Less than 25% implemented 
Step 8: Prioritising the proposed concrete actions by state and non-state actors 
After completing the rating process at the workshop, the participants were asked to 
propose concrete actions to be implemented by the Thai Government, and then 
score each of the proposed actions according to its importance and achievability, 
taking into account the criteria in Table 3.2. At the final stage the candidate 
analysed the average scores of each action as per the Food-EPI protocol.48  
Table 3.2 Criteria for prioritising the proposed actions according to importance 
and achievability 
Importance Achievability 
Need  
The size of the implementation gap 
Feasibility 
How easy or hard the action is to 
implement 
Impact  
The effectiveness of the action in improving 
food environments and diets (including 
reach and effect size) 
Acceptability 
The level of support from key stakeholders 
including government, the public, public 
health, and industry 
Equity  
Progressive/regressive effects on reducing 
food/diet-related health inequalities 
Affordability  
The cost of implementing the action 
Other positive effects  
(e.g., on protecting rights of children and 
consumers) 
Efficiency  
The cost-effectiveness of the action 
Other negative effects  
(e.g., regressive effects on household 
income, infringement of personal liberties) 
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Step 9: Data analysis 
Assessment of inter-rater reliability was performed using the Gwet AC2 statistic to 
measure the degree to which different actors in each group agreed in their 
assessment decisions for each of the indicators when using the Food-EPI during 
the pilot study.  
Descriptive statistics (i.e. average, percentage and frequencies) were used to 
examine the ratings for each indicator and the prioritisation of policy actions and 
infrastructure support actions from the actual rating workshops. Wilcoxon Rank-
Sum test was conducted to assess whether there was a significant difference 
between the ratings of state actors and the ratings of non-state actors.   
Full details of the analysis are given in Chapter 4.  
Step 10: Consensus meeting 
After completion of the assessment process, a consensus meeting between the 
state and non-state actors was convened in December 23rd, 2015 at the Ministry of 
Public Health Thailand. The meeting aimed to seek consensus on the priority 
actions to be implemented by the Thai Government to improve the healthiness of 
food environments through taking into account the views of all actors concerned, 
and reconciling any conflicts between the groups. The agenda of the meeting was 
as follows. 
1 Project overview. The candidate presented an overview of the project, and the 
participants were invited to ask questions or request clarification before the 
discussion started.  
2 Result presentation. The candidate presented the four-quadrant scatter plots of 
the prioritised actions for both state and non-state actors. Each quadrant 
represented a group of actions with high/low degree of importance and 
achievability.  
3 Result discussion. The participants reviewed the actions in each quadrant, 
beginning with the ‘relatively higher importance and achievability’ group of the 
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actions, and then had a discussion with the view of reaching consensus on the 
priority actions.  
4 Proposal of additional actions. The participants discussed if any additional 
actions (not previously discussed) should be included as priorities.  
5 Approval of consensus actions. The participants approved a set of consensus 
priority actions that the Thai Government should take in responding to overweight 
and obesity and diet-related NCDs.  
6 Selection of target policies. The participants discussed and selected two priority 
government policies on food environments as case studies for further analysis of 
the implementation process in Study 2. 
 
3.7.3 Study 2  
Study 2 was conducted to achieve objectives 4 and 5 of the PhD project. 
Objective 4  To critically analyse the implementation process of food 
environment policies in Thailand, and particularly to identify 
barriers and facilitators to implementation. 
Objective 5  To interpret and explain the results, taking into account the 
influences of key stakeholders and broader contexts such as 
political and historical contexts.  
 
Study methods 
The methodology for this study was informed by the review findings in Chapter 2 
and constrained by the resources (i.e. funding and staffing) and time available. It 
was not possible to undertake a comprehensive investigation of the 
implementation process for all of the Thai government’s food environment 
policies. Hence, a case study approach was deemed most appropriate to gain in-
depth insights into implementation process of the selected policies. 
 Case study research design  
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Case studies are widely and increasingly used across the social sciences, and some 
scholars consider them a rigorous research strategy in their own right.234,235 
According to Yin236, case study methods ‘allow investigators to retain the holistic 
and meaningful characteristics of real-life events’ (p. 2), such as organisational 
and managerial processes. Case studies are often the preferred strategy when 
asking ‘how’ or ‘why’ questions when the investigator has little control over 
events, and when the focus is on a contemporary phenomenon within a real-life 
context.237 Case studies can explain complex causal links in real-life policy and 
intervention, describe the real-life context in which the intervention has occurred 
and the intervention itself, and explore situations in which the intervention being 
evaluated has no clear set of process and outcomes.236 This approach, therefore, 
was well suited to achieve the objectives of Study 2. 
Study 2 followed a proposition that emerged from the literature review (Chapter 2) 
that explored the existing theoretical approaches for policy implementation 
process, especially factors influencing effective implementation. The proposition 
was that the interaction and integration of influencing factors (policy 
characteristics, policy actors, organisational characteristics, and environmental 
influences) across and within the contexts (inner and outer) and levels (from 
central to local) are strongly and positively related to the success of the 
implementation.  
This study employed an embedded case study methodology that contained more 
than one unit of analysis.236 The embedded case study design is appropriate for 
explanatory studies, where the goal is to describe the features, context and process 
of a phenomenon. It allows identification of key components of human and 
environmental systems.238 The units of analysis are also known as the cases – the 
major entities examined in order to create summary descriptions of them and 
explain differences among them in the research.236 The unit of analysis can be an 
individual, group, program or corporation. Data are collected from multiple 
sources including documentation, archival records, interviews, direct observations, 
participant observation and physical artifacts.236  
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Study 2 examined two units of analysis – two government policies that are 
fundamental to understanding policy implementation in Thailand. The selection 
process for these two policies is described in the following section. The data 
collection methods were semi-structured interviews with key stakeholders across 
multiple sectors, observations, and field notes. These multiple sources of evidence 
gave breadth and depth to the data, and added further richness through 
triangulation. This combination of a variety of information sources is a unique 
strength of the case study approach and contributes to the validity of the 
research.236 
 
 Semi-structured interviews with key stakeholders 
Semi-structured interviews with key stakeholders from government, non-
government and private sectors were conducted to generate an in-depth 
understanding of how and why food environment policies succeeded or failed to 
be implemented as intended. A semi-structured interview employs a set of open-
ended core questions; it is a useful technique for seeking explanations about 
specific issues.239 The interview allows a researcher to set the agenda in terms of 
the study topics covered, but the interviewee’s responses determine the kinds of 
information produced about those topics, and the relative importance of each of 
them.240 This ensures that the information obtained is relevant, but still allows a 
degree of freedom and adaptability in gaining a range of insights from the 
interviewee.  
The following sections describe the selection process of the two policies analysed 
in this study, participant recruitment, a pilot test of the interview process and tool, 
the interview process, and data analysis.  
Policy selection process  
Selection was carried out during the consensus meeting with the state and non-
state actors convened as part of Study 1. During the meeting the Thai stakeholders 
discussed the policy implementation gaps identified, and considered all existing 
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and non-existing policies from the Food-EPI (Appendix 2). Then the stakeholders 
reached consensus on the policies they believed would provide the most insights.  
Ideally, the stakeholders would also have selected a successfully implemented 
food environment policy to provide a contrast in implementation. However, no 
comparable example of a successfully implemented food environment policy in 
Thailand was identified. The stakeholders chose two unsuccessful policies for 
investigation: 
1) a regulation to restrict unhealthy radio and television food advertising to 
children, and  
2) a voluntary front-of-pack nutrition labelling policy to promote products 
that had reduced their sugar, fat and/or sodium content by at least 25%.  
Participant recruitment 
Qualitative research, particularly interview-based research, often seeks to reveal 
the participants’ perceptions and feelings rather than the social conditions 
surrounding those experiences.241 The phenomenological approach used here 
illuminates the specific, identifying phenomena through how they are perceived by 
actors in a situation.242 This involves a small number of participants guiding the 
researcher through key policy problems and implementation issues.  
The final number of participants in this study was based on data saturation – the 
point at which no new themes or information emerge and data begin to be 
redundant. Suggested sample sizes for phenomenological research range between 
five and 25.243,244 Some researchers regard up to 10 participants as sufficient to 
achieve saturation.244-246 Therefore, 10 participants were recruited initially in this 
study. After the tenth interview, the candidate recruited and interviewed 
participants one by one until data saturation was achieved. 
The key stakeholders involved in the implementation of the two selected policies 
were identified using a purposive sample technique in two stages. The first stage 
involved a search of secondary data sources, including government websites and 
documents, NGO publications and websites, a review of major Thai newspapers, 
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and an internet search. The second stage involved snowball sampling to identify 
additional relevant participants.247,248 This two-stage sampling was designed to 
ensure a diversity of representatives from within and across relevant sectors and 
sufficient insight into the implementation process of each policy.  
Participant selection was carried out in conjunction with food and nutrition policy 
experts. The participants in this study held senior-level positions and were 
representatives of one of the following five organization categories involved in the 
implementation of the RTA and/or 25% SFS policy: 1) Government organizations 
(GO) – they are confined to only one sector; 2) Non-government organization 
(NGO); 3) Academia (AC); 4) Private sector (PV); and 5) Multi-sectors (GO, 
NGO and AC). The criteria for inclusion were as follows: 
 GO: Policy makers at the level of Secretary General, Director or Senior 
Expert in a Department or Bureau, who had a minimum of ten years of 
direct experience in food and health policy making or delivery in Thailand 
and have been involved in the development and implementation phase of 
the RTA policy and/or the 25% SFS policy, or during the implementation 
phase only;  
 NGO: Directors, Presidents or Managers who had been involved in the 
implementation process for these policies; 
 PV: Owners of food companies or representatives at the level of Director, 
Assistant Director or Manager in a Department or Division that had been 
involved during the implementation phase of these policies; 
 AC: University professors, lecturers and senior researchers at university-
affiliated research institutions, and researchers at independent research 
institutions with experience in undertaking research on policy 
implementation, were previously active in research partnerships with, or 
were working for, policy agencies in Thailand; and 
 Multi-sectors: Leading experts, Directors or Managers of NGOs who had 
been previously and/or were currently involved in the implementation 
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phase of these policies and also held a salaried position in the Government; 
or university professors who also held the position of a Director or 
Manager of NGOs and were directly involved in the implementation of 
these policies as a member of technical expert committees to the 
government agency or had previously or currently been involved in 
relevant policy implementation advocacy. 
Thirty six representatives from organizations with a stake in the policies were 
initially selected and then were invited to participate in the study. A formal 
invitation letter for interview, an informed consent and an introduction of the 
study were sent to these representatives. The list of interview questions was also 
enclosed with this letter. The representatives who agreed to participate in the study 
were requested to confirm their participation through a formal letter, phone call or 
email by a specific date. With no responses from the respondents by the deadline, 
emails were sent and phone calls were made to the respondents as a reminder.  
Twenty eight representatives agreed to be interviewed. More detailed description 
of the participants can be seen in the method section of Chapter 5. 
Pilot test  
In January, 2016, prior to the actual interviews, a pilot test was conducted to 
enable the candidate to determine if there were flaws, limitations, or other 
weaknesses within the interview process, including pre-testing interview 
questions, and make any necessary revisions.249 There are no strict rules about the 
sample size of pilot tests250, however, to ensure representation of the main groups 
the pilot test was conducted with one participant from each of the government, 
academic and NGO groups.   
Interviews 
The interviews were carried out between February 3rd and March 30th, 2016 in the 
participant’s office, face-to-face in the Thai language, and audio-recorded by the 
candidate. Before starting an interview, the study aim, objectives and methods 
were introduced again. The Plain Language statement was given to the participant 
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and their written consent was obtained. The interviews took between 45 minutes 
and 1.5 hours.  
A list of open-ended interview questions (Appendix 6) was drawn from the 
findings of the literature review (Chapter 2) and the study aim and objectives. As 
noted earlier, the review generated the conceptual themes and framework of the 
study, and enabled development of an interview guide containing key themes 
about effective implementation across multiple contexts and levels of influence.  
The themes used in the interviews were categorised into four groups:  
1) policy characteristics (e.g. policy clarity, policy being compatible to 
implementer’s context, policy adaptability to current circumstances, fuzzy 
boundaries of policy implementation and policy risk),  
2) individual adaptor characteristics (e.g. individual needs, motivation, values 
and goals, knowledge, attitudes, specific skills and leadership),  
3) intra-organisation characteristics (e.g. executive leadership, organisation’s 
ability to recognise, assimilate and apply knowledge, dedicated resources, 
organisation culture, and external collaboration), and  
4) environmental influences (at a physical level, e.g. evaluation system, 
information and evidence and infrastructure support; at a social level, e.g. 
social networks and consumer support/advocacy; and at a macro level, e.g. 
political climate, governance, external policies, inter-organisational 
networks and economic context). 
The interviews were transcribed as soon as possible after the completion of each 
interview. To enhance the reliability of transcription, the candidate produced two 
versions of each interview transcript. The first version was a Thai verbatim 
transcript, including verbal expressions (such as overlapping speech, and repeating 
words) where possible. Verbal expressions can set the tone of a conversation 
and/or offer insight into the interviewee’s affect.251 The first five interviews were 
transcribed by the candidate and the rest by a trained research assistant. For 
accuracy, the research assistant’s transcripts were reviewed by the candidate and 
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cross-checked with the candidate’s interview notes. This version was used as a 
reference copy if additional issues or more in-depth analysis of the interview was 
required. 
The second version was a transcript focusing on main points relating to the study 
topic. It was used in member-checking, which allowed the interviewees to read the 
transcripts of their interviews. This ensured that technical terms and difficult areas 
had been correctively transcribed.252 This transcript was translated into English by 
the candidate. Pseudonyms were used in all the reporting of the interviews.  
Data analysis  
All the interviews were analysed using a thematic framework approach that has 
been used successfully in many areas of research, including health research, for 
over 25 years.253 The framework approach is often used to increase understanding 
of problems or issues in medical and health policies and interventions.254-263 It is a 
deductive, iterative process grounded in the specific objectives of the study. It 
involves comparing and contrasting individual responses systematically to identify 
emerging themes across all interviews.253  
Framework analysis was an appropriate approach in this study, where the research 
questions and study topics were predetermined.253 It allowed the researchers 
involved in the analysis (see below) to jointly develop the analytical framework. 
The framework was helpful in managing and organising the data in a way that 
could support answering the research question.  
Transcripts were examined for key concepts based on the conceptual framework 
developed from the review findings (Chapter 2) and the study aim and objectives. 
The themes that emerged were reviewed and interpreted by considering the 
stakeholders and their perceptions on factors influencing the policy 
implementation, and the interviewees’ suggestions about appropriate approaches 
for future policy improvements.  
The objective of the final analysis was to develop an understanding of the 
similarities and differences in barriers to and potential facilitators of the 
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implementation of the two policies, including the perceptions of key stakeholders 
from all sectors. The framework approach facilitated this by arranging the data 
from each interview across charts by themes. This facilitated comparison of the 
similarities and differences in the perceptions across stakeholders, as well as 
examination of relationships between themes.  
Original quotations from the semi-structured interviews were translated into 
English and are shown in italics in Chapter 5. The candidate used a manual 
approach for coding the interview data. 
This study employed an iterative review process in which an independent 
researcher reviewed and analysed the themes independently. The analysis was 
completed by the candidate and the independent researcher in a two-step process. 
The candidate analysed the themes of all interviews, and three randomly selected 
interviews (from participants working in different sectors) were analysed by the 
independent reviewer. Discrepancies between the two reviewers were discussed 
and resolved by consensus. This helped to minimise researcher bias and the over-
analysis of the data.264 
 
3.8  Expected outcomes  
The outcomes expected from this project were greater knowledge and 
understanding of how well the Thai Government had implemented policies and 
actions to create healthy food environments for preventing obesity and diet-related 
NCDs, and explanations of the process of implementation of the two selected 
policies, in particular barriers and potential facilitators. 
The outcome of Study 1 was an assessment of the progress of the implementation 
of food environment policies of the Thai Government, as measured against 
international best practice, and identification of priorities for government action. 
Barriers and potential facilitators to implementation of the selected food 
environment policies were identified for early corrective action.  
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The combination of the results of Studies 1 and 2 achieved project objective 6, 
which was to prepare policy recommendations for improving the healthiness of 
food environments for preventing overweight and obesity and diet-related NCDs 
in Thailand. Ultimately, the results will inform government policies and practices 
in preventing overweight and obesity and diet-related NCDs. 
 
3.9  Chapter summary 
This chapter presents the project methodology used to address the identified 
research gaps using a mixed methods approach. The study methods and tools used 
in Studies 1 and 2 are detailed and explained, including background information 
for each study, and the appropriateness and application of the methods and tools in 
the Thai context. Study 1 used document review, expert consultations, rating 
workshops and meetings with state and non-state actors to assess the 
implementation of food environment policies in Thailand and to produce a set of 
priority actions for the Thai Government to consider for improving food 
environments. The case studies in Study 2 involved semi-structured interviews 
with key stakeholders to evaluate the implementation processes of two food 
environment policies in Thailand, focusing on barriers and potential facilitators to 
implementation. The findings of Studies 1 and 2 are described in the following 
chapters.  
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Chapter 4 Results – Study 1 
An assessment of the level of implementation of food 
environment policies and infrastructure support systems 
in Thailand, including the proposal of concrete actions  
 
4.1 Chapter overview 
This chapter presents the results of Study 1 of this PhD project. Study 1 helped fill 
an evidence gap by assessing progress in implementing food environment policies 
in Thailand. It also generated a consensus set of priority policy actions for the Thai 
Government.  
Study 1 was conducted to adapt methods and tools identified in the literature 
review to the Thai context (Objective 2), and to assess the extent of 
implementation of government policies and actions to create healthy food 
environments for preventing overweight and obesity and diet-related NCDs in the 
Thai context using the adapted methods and tools (Objective 3). The study adapted 
the Food-EPI process and tool for the Thai context. A consensus meeting with 
multi-sectoral stakeholders was carried out at the end of the study to seek 
consensus on a set of top priority actions for the Thai Government.  
This chapter begins with presentation of a published manuscript and ends with a 
chapter summary.  
The work presented in this chapter has been published as:  
Phulkerd S, Vandevijvere S, Lawrence M, Tangcharoensathien V, Sacks G. Level 
of implementation of best practice policies for creating healthy food 
environments: Assessment by state and non-state actors in Thailand. Public Health 
Nutrition. 2016;13:1-10 
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4.2 Background 
The World Health Organization (WHO) recommendations for the control and 
prevention of non-communicable diseases (NCDs) include establishing and 
strengthening country-level surveillance and monitoring as a top priority in 
tackling NCDs.15 In recent years there have been increasing attempts to monitor 
and evaluate government policy responses to address obesity and NCDs.  
Often, such monitoring has been performed by WHO or global non-governmental 
organizations (NGOs) such as the World Cancer Research Fund and World 
Obesity, rather than country governments. The WHO’s monitoring system 
specifically focuses on health outcomes, NCD risk factors and national system 
responses, but includes aspects of food environments, which are significant 
contributors to obesity and diet-related NCDs, only in a limited way.265-267 The 
WHO monitoring system includes two indicators on food environment policies: 
one on reduction of food marketing to children and one on limiting saturated and 
trans-fats in the food supply.268 
Involving diverse stakeholders, including state and non-state actors, in the 
monitoring and evaluation of policy implementation is important to increase 
awareness, accountability and commitment on policy outcomes and impacts269 as 
well as to gain support for the implementation of proposed priorities. A self-
assessment by state actors can help to set baselines, identify gaps, plan and 
prioritize actions and increase commitment to addressing the issue under 
assessment, for example, the assessment through WHO’s monitoring system on 
NCDs268 and alochol.270 Non-state actor’s involvement in the assessment can help 
to promote government policies and actions by raising their awareness, 
encouraging acceptance and increasing knowledge on the policies and actions.269 
Creating a platform for interactions between state and non-state actors is useful to 
identify areas of commonality for reconciling differences associated with 
particular issue. To be effective, assessing the implementation of recommended 
policies by the government, therefore, should be undertaken as a multi-stakeholder 
process.  
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The objectives of this study were to: i) engage government officials (simply called 
state actors) and non-governmental experts (simply called non-state actors) to do 
an assessment of the level of implementation of recommended food environment 
policies against international best practice; ii) propose and prioritize actions to 
improve the healthiness of Thai food environments, iii) compare the findings on 
the implementation gaps and actions proposed and prioritized by state and non-
state actors, and iv) seek consensus between state and non-state actors on the 
priority actions to be implemented by the Thai Government. 
 
4.3 Methods 
The Healthy Food Environment Policy Index (Food-EPI) tool and process from 
the International Network for Food and Obesity/NCDs Research, Monitoring and 
Action Support (INFORMAS)48 were adapted and made applicable to the Thai 
context.  The Food-EPI includes two components (food policies and infrastructure 
support), 13 domains and 42 good practice indicators (19 food policy indicators 
and 23 infrastructure support indicators) (Table 4.1). Two steps were added to the 
original Food-EPI process, namely checking appropriateness of domains and good 
practice indicators of the Food-EPI for the Thai context, and translating the 
indicators of the Food-EPI into the local language.  
Table 4.1 List of 42 good practice indicators for assessing the current level of 
government policy implementation on food environments (developed by Swinburn 
et al. 201448) 
Domains Indicators 
1. Food Composition: There are 
government systems 
implemented to ensure that, 
where practicable, processed 
foods minimize the energy 
density and the nutrients of 
concern (salt, fat, saturated fat, 
trans fat, added sugar). 
COMP 1: Food composition targets/standards have been 
established by the government for the content of the 
nutrients of concern in certain foods or food groups if they 
are major contributors to population intakes of these 
nutrients of concern (trans fats and added sugars in 
processed foods, salt in bread, saturated fat in commercial 
frying fats). 
2. Food Labelling: There is a 
regulatory system implemented 
by the government for consumer-
LABEL1: Ingredient lists and nutrient declarations in line 
with Codex recommendations are present on the labels of 
all packaged foods. 
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Domains Indicators 
oriented labelling on food 
packaging and menu boards in 
restaurants to enable consumers 
to easily make informed food 
choices and to prevent 
misleading claims. 
LABEL2: Robust, evidence-based regulatory systems are 
in place for approving/reviewing claims on foods, so that 
consumers are protected against unsubstantiated and 
misleading nutrition and health claims. 
LABEL3: A single, consistent, interpretive, evidence-
informed front-of-pack supplementary nutrition 
information system, which readily allows consumers to 
assess a product’s healthiness, is applied to all packaged 
foods. 
LABEL4*: A consistent, single, simple, clearly-visible 
system of labelling the menu boards of all quick service 
restaurants (i.e. fast food chains) is applied by the 
government, which allows consumers to interpret the 
nutrient quality and energy content of foods and meals on 
sale. 
3. Food Promotion: There is a 
comprehensive policy 
implemented by the government 
to reduce the impact (exposure 
and power) of promotion of 
unhealthy foods to children 
(<16years) across all media. 
PROMO1*: Effective policies are implemented by the 
government to restrict exposure and power of promotion 
of unhealthy foods to children through all forms of media, 
including broadcast (TV, radio) and non-broadcast media 
(e.g. Internet, social media, point-of-purchase, product 
placement, packaging, sponsorship, outdoor advertising). 
PROMO2: Effective policies are implemented by the 
government to ensure that unhealthy foods are not 
commercially promoted to children in settings where 
children gather (e.g. preschools, schools, sport and 
cultural events). 
4. Food Prices: Food pricing 
policies (e.g., taxes, levies and 
subsidies) are aligned with 
health outcomes by helping to 
make the healthy eating choices 
the easier, cheaper choices. 
PRICES1*: Taxes or levies on healthy foods are 
minimised to encourage healthy food choices where 
possible (e.g. low or no sales tax, excise, value-added or 
import duties on fruit and vegetables). 
PRICES2: Taxes or levies on unhealthy foods (e.g. sugar-
sweetened beverages, foods high in nutrients of concern) 
are in place and increase the retail prices of these foods by 
at least 10% to discourage unhealthy food choices where 
possible, and these taxes are reinvested to improve 
population health. 
PRICES3*: Existing subsidies on foods are designed to 
favour healthy rather than unhealthy foods. 
PRICES4*: The government ensures that food-related 
income support programs are for healthy foods. 
5. Food Provision: The 
government ensures that there 
are healthy food service policies 
implemented in government-
funded settings to ensure that 
food provision encourages 
healthy food choices, and the 
government actively encourages 
PROV1: The government ensures that there are clear, 
consistent policies (including nutrition standards) 
implemented in schools and early childhood education 
services for food service activities (canteens, food at 
events, fundraising, promotions, vending machines etc.) to 
provide and promote healthy food choices. 
PROV2: The government ensures that there are clear, 
consistent policies in other public sector settings for food 
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Domains Indicators 
and supports private companies 
to implement similar policies. 
service activities (canteens, food at events, fundraising, 
promotions, vending machines, public procurement 
standards etc.) to provide and promote healthy food 
choices. 
PROV3: The government ensures that there are good 
supports and training systems to help schools and other 
public sector organizations and their caterers meet the 
healthy food service policies and guidelines. 
PROV4: Government actively encourages and supports 
private companies to provide and promote healthy foods 
and meals in their workplaces. 
6. Food Retail: The government 
has the power to implement 
policies and programs to support 
the availability of healthy foods 
and limit the availability of 
unhealthy foods in communities 
(outlet density and locations) and 
in-store (product placement). 
RETAIL1*: Zoning laws and policies are robust enough 
and are being used, where needed, by local governments 
to place limits on the density or placement of quick serve 
restaurants or other outlets selling mainly unhealthy foods 
in communities. 
RETAIL2: There are existing support systems to 
encourage food stores to promote the in-store availability 
of healthy foods and to limit the in-store availability of 
unhealthy foods. 
7. Food Trade & Investment: The 
government ensures that trade 
and investment agreements 
protect food sovereignty, favour 
healthy food environments, are 
linked with domestic health and 
agricultural policies in ways that 
are consistent with health 
objectives, and do not promote 
unhealthy food environments. 
TRADE1*: The direct and indirect impacts of 
international trade and investment agreements on food 
environments and population nutrition and health are 
assessed and considered. 
TRADE2*: The government has measures to protect 
against the potential for trade agreements to harm public 
health. 
8. Leadership: The political 
leadership ensures that there is 
strong support for the vision, 
planning, communication, 
implementation and evaluation 
of policies and actions to create 
healthy food environments, 
improve population nutrition, 
and reduce their diet-related 
health impacts in vulnerable 
populations. 
LEAD1: There is strong, visible, political support (at the 
Head of Government) for improving food environments 
and population nutrition and reducing diet-related NCDs.  
LEAD2: Clear population intake targets have been 
established by the government for the nutrients of concern 
to meet WHO and national recommended dietary intake 
levels. 
LEAD3: Clear, interpretive, evidence-informed food-
based dietary guidelines have been established and 
implemented. 
LEAD4: There is a comprehensive, transparent, up-to-
date implementation plan (including priority policy and 
program strategies, social marketing for public awareness 
and threat of legislation for voluntary approaches) linked 
to national needs and priorities, to improve food 
environments, reduce the intake of the nutrients of 
concern to meet WHO and national recommended dietary 
intake levels, and reduce diet-related NCDs. 
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LEAD5: Government priorities have been established to 
protect vulnerable populations in relation to diet, nutrition, 
obesity and NCDs. 
9. Governance: Governments have 
structures in place to ensure 
transparency and accountability, 
and encourage broad community 
participation and inclusion when 
formulating and implementing 
policies and actions to create 
healthy food environments, 
improve population nutrition, 
and reduce their diet-related 
health impacts in vulnerable 
populations. 
GOVER1*: There are robust procedures to restrict 
commercial influences on the development of policies 
related to food environments where they have conflicts of 
interest with improving population nutrition. 
GOVER2: Policies and procedures are implemented for 
using evidence in the development of food policies. 
GOVER3: Policies and procedures are implemented for 
ensuring transparency in the development of food policies. 
GOVER4: The government ensures access to 
comprehensive nutrition information and key documents 
(e.g. budget documents, annual performance reviews and 
health indicators) for the public. 
10. Monitoring & Intelligence: The 
government’s monitoring and 
intelligence systems 
(surveillance, evaluation, 
research and reporting) are 
comprehensive and regular 
enough to assess the status of 
food environments, population 
nutrition, diet-related NCDs and 
their related health impacts in 
vulnerable populations, and to 
measure progress on achieving 
the goals of nutrition and health 
plans. 
MONIT1: Monitoring systems, implemented by the 
government, are in place to regularly monitor food 
environments (especially for food composition for 
nutrients of concern, food promotion to children, and 
nutritional quality of food in schools and other public 
sector settings), against  
codes/guidelines/standards/targets. 
MONIT2: There is regular monitoring of adult and 
childhood nutrition status and population intakes against 
specified intake targets or recommended daily intake 
levels. 
MONIT3: There is regular monitoring of adult and 
childhood overweight and obesity prevalence using 
anthropometric measurements. 
MONIT4: There is regular monitoring of the prevalence 
of NCD risk factors and occurrence rates (e.g. prevalence, 
incidence, mortality) for the main diet-related NCDs. 
MONIT5*: There is sufficient evaluation of major 
programs and policies to assess effectiveness and 
contribution to achieving the goals of the nutrition and 
health plans. 
MONIT6*: Health impacts in vulnerable populations and 
social determinants of health are regularly monitored. 
11. Funding & Resources: 
Sufficient funding is invested in 
‘Population Nutrition 
Promotion’(estimated from the 
investments in population 
promotion of healthy eating and 
healthy food environments for 
FUND1: The budget for nutrition promotion in 
populations (excluding one-on-one promotion in primary 
care, antenatal services and maternal and child nursing 
services; food safety; micronutrient deficiencies; and 
under-nutrition), as a proportion of total health spending 
and/or in relation to the diet-related NCD burden is 
sufficient to reduce diet-related NCDs. 
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the prevention of obesity and 
diet-related NCDs, excluding all 
individual service (primary care,  
antenatal services, maternal and 
child nursing services etc.), food 
safety, micronutrient deficiencies 
(e.g. folate fortification) and 
under-nutrition) to create healthy 
food environments, improved 
population nutrition, reductions 
in obesity, diet-related NCDs 
and their related health impacts 
in vulnerable populations. 
FUND2: Government funded research is targeted for 
improving food environments, and reducing obesity, 
NCDs and their related health impacts in vulnerable 
populations. 
12. Platforms for Interaction: 
There are coordination platforms 
and opportunities for synergies 
across government departments, 
levels of government, and other 
sectors (NGOs, private sector, 
and academia) such that policies 
and actions in food and nutrition 
are coherent, efficient and 
effective in improving food 
environments, population 
nutrition, diet-related NCDs and 
their related health impacts in 
vulnerable populations. 
PLATF1: There are robust coordination mechanisms 
across departments and levels of government (national 
level and local level, including district and sub-district 
levels) to ensure policy coherence, alignment, and 
integration of food, obesity and diet-related NCD 
prevention policies across governments. 
PLATF2: There are formal platforms between 
government and the commercial food sector to implement 
healthy food policies. 
PLATF3: There are formal platforms for regular 
interactions between government and civil society on food 
policies and other strategies to improve population 
nutrition. 
PLATF4: The government leads a coherent, integrated 
and sustainable large scale community-based approach 
with local organizations (e.g. NGOs, local administration 
and private sector) to improve the healthiness of food 
environments at a national level. 
13. Health-in-all-policies: 
Processes are in place to ensure 
policy coherence and alignment, 
and that population health 
impacts are explicitly considered 
in the development of 
government policies. 
HIAP1*: There are processes in place to ensure that 
population nutrition, health outcomes and reducing health 
impacts in vulnerable populations are considered and 
prioritized in the development of all government policies 
relating to food. 
HIAP2: There are processes (e.g. health impact 
assessments) to assess and consider health impacts during 
the development of other non-food policies. 
*Indicators which were not included in the rating process in Thailand 
The adapted Food-EPI process included ten key steps (Figure 4.1). The 
international best practices used as benchmarks in this study were compiled by 
INFORMAS through deriving information from the World Cancer Research Fund 
NOURISHING database271 complemented with other best practice examples 
received from international experts on food and nutrition and obesity policy.  
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Figure 4.1 The 10-step process for assessing the implementation of food 
environment policies and infrastructure support for policy implementation in 
Thailand (adapted from INFORMAS) 
First, all food environment domains and indicators of the version of the Food-EPI 
used previously were verified with two Thai experts: one from the Ministry of 
Public Health and one from Health Promotion Policy Research Centre in order to 
ensure the indicators were appropriate for Thailand. All the Food-EPI indicators 
were found to be applicable to the Thai context and no new ones were added. 
Then, the indicators were translated from English to Thai by S.P. and translated 
back to English by an independent person. The back-translation was used to check 
discrepancy between the original and translated versions.  
Evidence compilation and validation 
Evidence for implementation was gathered for all 42 indicators of the Food-EPI. 
Government documents and budget information related to food environment 
policy were collected from data sources such as official information requests, 
governmental websites and libraries, Non-governmental organizations (NGO) 
publications and websites, major Thai newspapers, and via contact with 
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government officials. Data was collected in relation to current government policy, 
defined for the purposes of this study as policies in place from October 2014 (time 
when the current cabinet was formed) to October 2015 (the date at which evidence 
collection for the project finished). After gathering all evidence, the completeness 
and accuracy of the evidence gathered were verified by government officials. 
Meetings were held with all nine government officials (one each from the Office 
of Agricultural Economics, Ministry of Agriculture and Cooperative; Department 
of Health, Bureau of Nutrition, Food and Drug Administration Office and Bureau 
of Policy and Strategy, Ministry of Public Health; Bureau of Student Activity 
Development, Ministry of Education; and Excise Department, Ministry of 
Finance, and two from National Health Commission Office of Thailand), 
supplemented with personal email communications with individual officials on 
some specific issues.  
After compiling and validating the evidence, 12 indicators out of the 42 Food-EPI 
indicators were excluded from the rating process, since the level of 
implementation of those was considered by the government officials to be nil. 
Ratings were performed for thirty indicators only, including 11 food policy 
indicators and 19 infrastructure support indicators. 
 
Pilot test 
The rating process using the translated Food-EPI and the validated evidence was 
pilot tested with ten experts from NGOs and academic institutes. Two 
observations per participant (four weeks apart) were conducted to detect the 
consistency in the data gathered within and between raters.  
 
Rating workshop 
A one-day rating workshop was conducted separately with state and non-state 
groups. The self-assessment of the policy implementation by the state actors is a 
novel addition to the traditional Food-EPI study which is usually conducted with a 
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non-governmental expert panel only. An initial list of state and non-state actors to 
invite to the workshop was compiled based on information from secondary data 
sources using the same approach as that used for compiling the government 
evidence. This list was then refined to ensure that a variety of stakeholders was 
represented. The final list of invitees included state actors from across 
Government sectors (regulators and implementers from central and local 
administrations) and public health experts from Thai universities, research 
institutes or NGOs on food and nutrition, public health, health policy and family 
network (senior advisors, university professors, directors, researchers or consumer 
advocates). During the workshop the evidence and benchmarks were presented to 
these participants for each indicator. The participants rated the current level of 
government policy implementation in Thailand against international best practices 
using Likert scales from 1 to 5 (1=<20% implemented, 2=20-40% implemented, 
3=40-60% implemented, 4=60-80% implemented, and 5=80-100% implemented 
compared to best practice).  
 
Prioritization 
Based on the implementation gaps identified, the actors at the workshop then 
proposed concrete actions to be implemented by the Thai Government. All 
proposed actions were listed and considered for prioritization. After the workshop, 
the participants were asked to score importance and achievability for each of the 
proposed actions, and then the research team analysed the average scores of each 
action, as per the Food-EPI protocol.48 
An initial score for each action was set at 5 for both importance and achievability, 
but the participants could adjust these scores for each action. However, for each 
participant, the sum scores of all actions for both importance and achievability had 
to equal the multiplication of five and the number of actions. In this case, as there 
were 60 policy actions proposed, each action had an initial score of 5 points but 
the experts could give any score to each action, so long as the total score for all 
actions was 5x60=300. 
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Stakeholder meeting 
After completion of the Food-EPI assessment, the rating and prioritization results 
from state and non-state actors were reported to all actors through a stakeholder 
meeting between state and non-state actors. The meeting aimed to seek consensus 
on the priority actions to be implemented by the Thai Government to improve the 
healthiness of food environments through taking into account the views of all 
actors concerned, and to reconcile any conflicting arguments and findings between 
both groups.  
The stakeholder meeting was hosted and facilitated by the research team (V.T. and 
S.P.) including the following steps: 1) the participants were invited to ask 
questions and request clarification about the project before the discussion started; 
2) the research team presented four-quadrant scatter plots of the prioritized actions 
for both state and non-state actors – each quadrant represented a group of actions 
with high/low degree of importance and achievability; 3) the participants reviewed 
the actions in each quadrant, beginning with the ‘relatively higher importance and 
achievability’ group of the actions, and then had a discussion with the view of 
reaching consensus on the priority actions; 4) the participants discussed if any 
other actions (not previously discussed) should be included as a priority; and 5) 
the participants approved a set of consensus priority actions that the Thai 
Government should take further in responding to obesity and diet-related NCDs.  
 
Data analysis 
For each group, descriptive statistics (average and percentage) were computed to 
examine ratings on the level of implementation of each policy and infrastructure 
support indicator, and prioritization scores for importance and achievability of 
policy actions and infrastructure support actions. The rating scores were 
categorized into four levels: high (more than 75% implemented), medium (51% to 
75% implemented), low (26% to 50% implemented), very little, if any (less than 
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25% implemented) implementation against international best practice. The 12 
good practice indicators, for which no ratings were performed, were included 
under ‘very little if any implementation’. Assessment of inter-rater reliability 
using the Gwet AC2 statistic was performed to measure the degree to which 
different actors in each group agreed in their assessment decisions for each of the 
indicators when using the Food-EPI. Inter-rater reliabilities were 0.735 
(95%CI=0.66-0.81; percentage agreement=0.91) and 0.794 (95%CI=0.73-0.85; 
percentage agreement=0.92) in the 1st and 2nd pilot study, respectively. Intra-rater 
reliability was 0.92. This study also assessed the inter-rater reliability among state 
actors. The overall score was 0.73 (95% confidence interval, CI=0.69-0.77; 
percent agreement=0.91). 
Differences between the ratings of state actors and the ratings of non-state actors 
were then compared. Firstly, the distribution of the data was tested using the 
Shapiro-Wilk test. The data were found to be non-normally distributed, and 
therefore, Wilcoxon Rank-Sum test was conducted to assess whether there was a 
significant difference between groups.   
For each group (state and non-state actors), the prioritizing scores were summed 
for each criterion (importance and achievability) for each proposed action, and 
then an average score was calculated. The average importance and achievability 
score of each action was posted on a four quadrant scatter graph and the actions 
were divided into four groups: ‘relatively higher importance and relatively higher 
achievability’ group, ‘relatively higher importance and relatively lower 
achievability’ group, ‘relatively lower importance and relatively higher 
achievability’ group, and ‘relatively lower importance and relatively lower 
achievability’ group. The points dividing the graph into the quadrants were 
calculated by summing the average score of all actions in each criterion and then 
dividing this sum by the total number of actions. 
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4.4 Results 
Forty eight state actors and 46 non-state actors were invited to the workshop. 
Thirty state actors and 27 non-state actors attended the full day workshop. The 
state actors were from eight Ministries (Public Health, Education, Finance, 
Commerce, Industry, Agriculture and Cooperation, Interior, and Information and 
Communication Technology), and three other public organizations (National 
Economic and Social Development Board, Bangkok Metropolitan Office, and 
Border Patrol Office of Royal Thai Police). Out of 30 state actors, 18 participants 
held the position of Director, Deputy Director or senior professional level, and 12 
were in the position of professional or practitioner level, or equivalent. Out of 27 
non-state actors, seven participants were researchers at universities, 11 were from 
NGOs, and nine indicated that they worked as a researcher at a university whilst 
also holding at least one position in NGO. The results of this study were presented 
and then compared between the results of state and non-state actors. 
 
Rating the level of government policy implementation in Thailand against 
international best practice  
Figure 4.2 illustrates comparison of overall percentage for each indicator 
categorized into four implementation levels by state and non-state actors. Among 
the state actors, the level of implementation of infrastructure support systems for 
policy implementation was rated higher than the implementation of food 
environment policies. The level of implementation compared to best practice was 
assessed as ‘high’ for five indicators and ‘medium’ for 25 indicators (Figure 4.2). 
Among the food policy domains, the extent of implementation of ingredient lists 
and nutrient declarations was rated highest (LABEL1; 76.7%) and the extent of 
implementation of in-store availability of healthy foods lowest (RETAIL2; 
54.0%). Among the infrastructure support domains the state actors assessed their 
performance on monitoring nutrition status and population intake and monitoring 
overweight and obesity as high (MONIT2, MONITOR3; 77.3%) and cross-
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sectoral coordination platforms (PLATF4; 56.0%) as low compared to 
international best practice.  
 
 
Figure 4.2 Level of government implementation of food environment policies and 
infrastructure supports by state and non-state actors 
Non-state actors rated the level of implementation of infrastructure support 
systems for food policy implementation higher than food policy indicators. The 
level of implementation compared to best practice was assessed as ‘high’ for two 
indicators, ‘medium’ for 13 indicators, ‘low’ for 15 indicators, and ‘very little if 
any’ for 12 indicators (Figure 4.2). The latter ones are the indicators which were 
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not rated by the experts as the level of implementation was considered nil by 
government officials. Among the food policy domains, the level of 
implementation of school and child care centre policies on food environments 
(PROV1; (61.6%)) and front of pack labelling (LABEL3; (52.3%)) was rated the 
highest at ‘medium’ implementation, while the level of implementation of taxes 
on unhealthy foods (PRICE2; (31.6%)) was rated as low. Among the infrastructure 
support indicators, monitoring NCDs and risk factors and monitoring overweight 
and obesity (MONIT3 and MONIT4) were rated highest at 80% implementation 
while monitoring food environments (MONIT1; (38.0%)) was rated low. 
Comparing the two groups of actors, there was a statistically significant difference 
in the rating scores of policy implementation between state and non-state actors 
(Wilcoxon Rank-Sum test, p<0.05). The state actors rated the implementation 
level across different individual domains with higher scores than non-state actors. 
Similarly, both state and non-state actors assessed better performance of the 
infrastructure domains than the food policy domains, except indicators on 
monitoring NCDs and risk factors (MONIT3), monitoring overweight and obesity 
(MONIT4), platforms for regular interactions between state and non-state groups 
(PLATF3) and implementing large scale community-based approaches (PLATF4).  
There were some discrepancies between both groups. The discrepancy that 
appeared to be largest was on priorities for reducing inequalities (LEAD5; (28.7% 
difference)), followed by monitoring food environments (MONIT1; (27.3% 
difference)), food labelling for ingredient lists/nutrient declarations (LEBEL1; 
(26.7% difference)) and increasing taxes on unhealthy foods (PRICE2; (25.7% 
difference)). The state actors rated the LEAD5 indicator with ‘medium’ 
implementation (73.3%) while the non-state actors rated with ‘low’ 
implementation (44.6%). Among these large discrepancies of assessment between 
the two groups, state actors rated higher level of implementation than the non-state 
actors.  
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Identifying and prioritizing concrete actions for the Thai government  
Figure 4.3 and Figure 4.4 show the four-quadrant scatter plots of prioritization of 
concrete actions proposed by state and non-state actors. Based on the 
implementation gaps from the rating results, the state actors recommended 56 
actions across food policy (n=31) and infrastructure support (n=25) domains 
(Table 4.2) while the non-state actors recommended 60 actions across food policy 
(n=29) and infrastructure support (n=31) domains (Table 4.3). 
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Figure 4.3 Scatter plot of proposed actions, with relative importance of the action 
and relative achievability of the action by state actors. Indicator domains for the 
actions were described in Table 4.2.   
(Blue dots – ‘relatively higher importance and higher achievability’ group; green 
dots - ‘relatively higher importance and lower achievability’ group; orange dots - 
‘relatively lower importance and higher achievability’ group; grey dots - 
‘relatively lower importance and lower achievability’ group) 
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Figure 4.4 Scatter plot of proposed actions, with relative importance of the action 
and relative achievability of the action by non-state actors. Indicator domains for 
the actions were described in Table 4.3.   
(Blue dots – ‘relatively higher importance and higher achievability’ group; green 
dots - ‘relatively higher importance and lower achievability’ group; orange dots - 
‘relatively lower importance and higher achievability’ group; grey dots - 
‘relatively lower importance and lower achievability’ group) 
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Table 4.2 Summary of priortized actions for improving food environments by state actors 
Labels Areas Proposed actions Average scores 
Importance Achievability 
‘Relatively high importance, relatively high achievability’ group
PROV1.1 Food provision The government should set its benchmarks for schools and child care centers to 
prepare healthy food and beverage menus appropriate for the growth of young 
kids. They should prohibit selling or providing services for unhealthy food and 
beverage products and required to develop favorable health assessment and 
follow-up procedure for those educational institutions such as the preparation of 
healthy lunch. Additionally, the government has been urged to strictly apply the 
“Thai School Lunch” program focusing on preparation of healthy lunch in all 
primary schools. 7.6 6.6 
LEAD2.1 
 
Leadership The government should commit to set its clearly defined goal in limiting the 
intake of salt, sugar, and saturated fat among the Thai population by making use 
of the 6:6:1 consumption criteria, meaning that a person is not suggested to 
consume more than 6 teaspoons of saturated fat, 6 teaspoons of sugar, and 1 
teaspoon of salt per day. 6.8 6.5 
LABEL1.1 
 
Food labeling The government should legislate the laws requiring food and beverage 
manufacturers to unveil nutrition facts, particularly contents of saturated fat, trans 
fat, sodium and sugar, while raising awareness of trans fat for consumers at large. 6.4 6.4 
LABEL3.3 
 
Food labeling The government should develop its effective information system for health and 
nutrition assessment, varying in online application and website, to provide 
knowledge on nutrition facts and daily amount of nutrients required for 
individuals. 5.9 6.3 
LEAD5.1 
 
Leadership The government should collaborate with local authorities to introduce healthy 
food and nutrition projects for vulnerable people such as the HRH Princess Maha 
Chakri Sirindhorn’s royal project that helps develop a quality of life of needy 
children living in remote areas as well as promote an improvement of health and 5.8 6.1 
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Labels Areas Proposed actions Average scores 
Importance Achievability 
nutrition for hill tribe children from Border Patrol Police School. The royal 
project has also been initiated to foster the well-being of young students from 
General Buddhist Scripture Schools in the northern region, Islamic Private 
Schools in the three southernmost provinces, and several other primary schools 
under the Ministry of Education.    
COMP1.1 
 
Food composition The government should set the criteria for contents of saturated fat, sugar and 
sodium to be contained in healthy food and beverage products, for example, 
- reduction of sodium content in condiments and instant noodles,  
- reduction of saturated fat and trans fat contents in fast foods, snacks, and other 
deep-fried menus,    
- reduction of sugar content in sweetened beverages, and  
- limitation of energy content in a certain food or beverage product per serving 
size.    5.8 5.6 
LABEL3.2 
 
Food labeling The government should promote the use of the mandatory GDA label to cover all 
types of food and beverage products, in which the label must be seen easily and 
clearly.   5.8 5.5 
PROV3.4 
 
Food provision The government should develop its mechanism in monitoring and evaluating food 
stores which already accomplish a required training program using the standard 
monitoring tools. 5.9 5.4 
RETAIL1.1 
 
Food retail The government should designate zoning areas in prohibiting selling of unhealthy 
food and beverages products in schools and hospitals.    5.5 5.8 
PROV1.4 
 
Food provision The government should introduce a set of training guidelines for chefs, kitchen 
supervisors, and other related people in schools to acknowledge policies required 
for consumption and production of healthy food and beverage products. 5.3 5.8 
PROV2.2 Food provision The government should offer its continuing support in promoting low-priced 5.1 5.7 
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Labels Areas Proposed actions Average scores 
Importance Achievability 
 healthy menus available in various government agencies while encouraging an existence of a healthy corner in supermarkets, hospitals and other corporate firms 
efficiently and sustainably.   
MONIT3.2 
 
Monitoring & 
intelligence 
The government should request all educational institutions and other public 
settings to produce employee’s basic health data (weight, waist circumstance, 
blood pressure), including regular monitoring of changes in their health status. It 
is also required to keep them informed about the updated health information while 
providing efficient solutions for health problems. 5.2 5.6 
PROMO2.2 
 
Food promotion The government should clearly specify a marketing framework for food and 
beverage, particularly promotional strategies, while observing development of 
advertising campaigns obtained from foreign sources, where promotional 
strategies used in schools and around the school areas will be a major focus. 5.5 5.4 
LEAD1.2 
 
Leadership The government should develop its national policies to control over healthy food 
and beverage products under the similar standards nationwide. 5.5 5.3 
PROV1.2 
 
Food provision The government should develop an evaluation system of implementation of local 
government implementation of food provision to meet the standard set. It can use 
this information to serve as guidelines for allocating an additional budget to 
support healthy meal preparation of the well-performed organizations. 5.4 5.2 
PROV4.1 
 
Food provision The government should join forces with private sector to launch a food and 
nutrition project such as the Happy Workplace project initiated by the Thai Health 
Promotion Foundation which has been introduced to create good occupational 
health and desirable working atmosphere among employees and executives in 
workplaces. The government can implement this action through signing the 
Memorandum of Understanding (MOU) between public and private sectors.   5.3 5.1 
PROMO2.1 Food promotion The government should develop Thai nutrient profiling system for classify 
marketing of unhealthy foods to children.  5.1 5.1 
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Labels Areas Proposed actions Average scores 
Importance Achievability 
‘High importance, low achievability’ group
MONIT2.1 Monitoring & 
intelligence 
The government should determine single, standardized methodology of data 
collection and result interpretation for use for government agencies to ensure 
greater accuracy in making a data comparison between different agencies on adult 
and childhood nutrition status and population intakes.   5.5 4.9 
LABEL3.1 Food labeling The government should use traffic light labeling system in addition to existing 
GDA labeling of foods. The process of improving the GDA may begin with use 
of green traffic light color, followed by amber and red traffic light colors, 
respectively. 6.0 4.7 
PROV3.2 Food provision The government should clearly determine a set of guidelines and principles for 
food venders or business owners. The guidelines/principles should include a 
training program and basic knowledge on rules/regulations relating to food and 
nutrition and standards of food sold. Penalties for people who violate the 
principles can include business license withdrawal.  5.2 5.0 
GOVER4.1 Governance The government should efficiently develop its easily accessible central database 
to reduce complexity and eliminate misinformation in obtaining accurate 
information. All government agencies should be also required to boost effective 
channels for people to be able to examine the agency’s performance such as 
agency’s websites, Facebook, or other online media. 5.2 4.8 
MONIT4.1 Monitoring & 
intelligence 
The government should remain firm in developing integrated collaboration 
among various public and private agencies that already have the monitoring 
system aiming for convenient acquisition of information.    5.2 4.7 
MONIT2.2 Monitoring & 
intelligence 
The government should develop reliable database on nutritional status and 
population intakes for specific setting to keep track of required information 
obtained from this data quickly and accurately.  5.1 4.7 
MONIT5.1 Monitoring & The government should request that all government-related projects should be 5.1 4.7 
156 
Labels Areas Proposed actions Average scores 
Importance Achievability 
intelligence exposed to the assessment before and after the actual implementation, in which 
the assessment results will be used for developing productive solutions to 
improve the policy implementation.   
MONIT2.3 Monitoring & 
intelligence 
The government should prompt its integrated system used to monitor nutrition 
status and population intakes against specified intake targets or recommended 
daily intake levels whether they can be achievable or not, where the assessment 
results will be used for developing productive solutions to improve the policy 
implementation. 5.2 4.5 
MONIT5.2 Monitoring & 
intelligence 
The government should develop its systematic and transparent monitoring, 
supervision, and reporting systems for the assessment of major programs and 
policies. 5.1 4.4 
‘Relatively low importance, relatively high achievability’ group
PROMO2.3 Food promotion The government should develop public policies to support efficient marketing 
strategies launched to promote healthy food and beverage products while 
expressing sincere appreciation to agencies and provinces that successfully and 
consistently promote healthy food and beverage products. 5.0 6.8 
PROV3.3 Food provision The government should request state agencies, universities and educational 
institutions to serve as learning centers providing nutrition and dietary knowledge 
for people and food business entrepreneurs at large. 5.0 6.2 
PLATF1.1 Platforms for 
interaction 
The government should offer its concrete support to a larger collaboration 
between government agencies and local authorities while strengthening local 
communities with greater management potential to efficiently tackle obesity and 
NCDs related to dietary in consistence with the implementation of central 
authorities. 5.0 5.6 
MONIT3.3 Monitoring & 
intelligence 
The government should promote a self-assessment on nutritional status in 
workplaces while offering a firm support to the allocation of tools used for such 
assessment.   5.0 5.6 
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Labels Areas Proposed actions Average scores 
Importance Achievability 
PROV4.2 Food provision The government should invite private sector to take part in the government 
projects and should offer rewards to private firms with outstanding performances 
regarding manufacturing of healthy food and beverage products. 5.0 5.3 
MONIT3.1 Monitoring & 
intelligence 
The government should determine similar standards for data collection and 
interpretation to facilitate various public and private agencies with accurate 
information, particularly when the data from different sources are being 
compared. 5.0 5.5 
GOVER1.1 Governance The government should clearly determine level of involvement of the food 
industry in policy process. The industry should be able to express their opinions 
or suggestions to the public policy arena, but should not get involved in 
establishing policy objectives related to food and developing policy framework.  5.0 5.3 
FUND1.1 
 
Funding & 
resources 
The government should develop infrastructure to monitor budget spending while 
allowing local communities to participate in an allocation mechanism of 
government budgets. The budget should also contribute to food and nutrition 
related works at community level. 5.0 5.2 
FUND2.1 Funding & 
resources 
The government should be urged to fairly allocate its financial budget in 
conducting research aiming to hinder obesity prevention, in which an 
advancement of food science should be included in this research to provide 
people with broader dietary alternatives. 4.6 5.6 
MONIT1.2 Monitoring & 
intelligence 
The government should develop a reporting system for results of monitoring food 
environments by which responsible authorities analyze the data and then report 
the results to the public. 4.8 5.9 
‘Relatively low importance, relatively low achievability’ group
LEAD1.1 Leadership The Prime Minister of Thailand should determine to hold a serious discussion on 
manufacturing of healthy food and beverage in every parliament session. 5.0 5.0 
PRICES2.1 Food price The government should rely on existing excise tax in determining an increase of 5.0 4.9 
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Importance Achievability 
tax collected from sweetened beverage products with both exempted and non-
exempted taxes while studying on the possibility in increasing tax for food and 
beverage products with high saturated fat, sugar, and salt. In addition, the 
government should be urged to study on effective ways in using tax revenue to 
promote healthy environments and healthy consumption among Thai people, for 
example, a support for selling local fruits and vegetables at affordable prices. 
PROV3.1 Food provision The government should propose a training program on healthy food services for 
all agencies as a national agenda. 4.4 5.0 
MONIT1.1 Monitoring & 
intelligence 
The government should use an additional monitoring system for marketing of 
unhealthy foods to children while keeping a close eye on a quality of food and 
beverage products sold in schools and education cooperatives. 5.0 4.7 
GOVER3.1 Governance The government should thoroughly review its current working mechanisms 
including strengths and weaknesses that reflect the government’s transparent 
performance and make this information available to public.    4.8 4.8 
LABEL2.3 Food labeling The government should clearly determine required advertising standards for 
health and nutrition claims.  4.9 4.6 
LABEL2.2 Food labeling The government should develop its national nutrient profiling and display of food 
labels according to a certain nutrient profile. 4.7 4.5 
PROV2.1 Food provision The government should set the standards for the procurement and distribution of 
healthy food and beverage in hospitals and workplaces, and a clear focus on 
development of monitoring system for food and drink quality according to the 
standards set.   4.8 4.5 
LABEL2.1 Food labeling The government should improve a monitoring system for health and nutrition 
claims on food products to be more robust, less time consuming and in response 
to current situation, and puts more serious penalties for people or companies with 
exaggerated advertising messages that may directly or indirectly cause 
misunderstanding to the consumers.    4.8 4.3 
159 
Labels Areas Proposed actions Average scores 
Importance Achievability 
PROV1.3 Food provision The government should give its continuing support to use of organic substances. 4.7 4.1 
GOVER2.1 Governance The government should remain firm to emphasize on conducting research in 
response to food policy demands and in basis on ‘triangle that moves the 
mountain’ concept. This should include effective communication of interpretable 
and clear research findings to reach the public easily. 4.5 4.6 
RETAIL2.1 Food retail The government should create partnerships with food stores to promote healthy 
food and beverage products to meet consumers’ various needs while introducing a 
“green shelf” corner exclusively for the display of healthy products.    4.0 4.4 
PLATF4.1 Platforms for 
interaction 
The government should analyse lessons on successful implementation of policies 
and actions at local levels and use them as a role model for other areas or to scale 
up in larger population groups. 4.0 4.3 
PRICES1.1 Food price The government should reduce/exempt tax in healthy food products.  4.3 3.7 
PLATF4.2 Platforms for 
interaction 
The government should develop an integrated working collaboration among 
government agencies, private sector, local authorities, and people in the 
communities. 4.3 3.2 
LABEL4.1 Food labeling The government should encourage food stores and restaurants to voluntarily 
provide nutrition information such as energy content on their food menu boards, 
using single standard format of information nationwide.   3.9 3.6 
HIAP2.1 Health-in-all 
policy 
The government should produce reliable research data showing relationships 
between health problems and other related issues in different aspects, such as 
economic, politics, society, to serve as evidence for acknowledging importance of 
health issues in non-health policy development. 3.7 4.0 
PROMO1.1 Food promotion The government should shift its focus to limiting/prohibiting TV commercials for 
high-energy dense food and beverage products.  3.4 3.5 
TRADE1.1 Food trade The government should study on assessment mechanisms for impacts of health 2.7 3.0 
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Importance Achievability 
and food environment for Thai people from international trade and investment 
agreement. 
TRADE2.1 Food trade The government should clearly and carefully identify specific messages on the 
legal authorization of the Thai government according to terms and conditions of 
the international trade and investment agreement to prevent and promote health 
and well-being of Thai people. 2.6 3.0 
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Table 4.3 Summary of priortized actions for improving food environments by non-state actors 
Labels Areas Proposed actions Average scores 
Importance Achievability 
‘Relatively high importance, relatively high achievability’ group
PROV1 .1 Food provision The government should specify standards of food and beverage products provided 
and sold in schools and child care centers with efficient quality control and 
monitoring systems of the food and beverage management complying with the 
required standards. 7.0 7.3 
LEAD2.1 Leadership The government should strongly commit to setting its clearly defined goal in 
limiting intake of salt, sugar, and saturated fat among Thai population by making 
use of 6:6:1 consumption criteria, meaning that a person is not suggested to 
consume more than 6 teaspoons of saturated fat, 6 teaspoons of sugar, and 1 
teaspoon of salt per day. 7.0 6.4 
COMP1.1 Food composition The government should clearly indicate a required content of saturated fat, sugar 
and sodium added into major food sources of these nutrients, that the content 
should be appropriate for people’s daily lifestyle.    6.1 6.6 
PRICES1 .1 Food price The government should reduce/exempt taxes or levies on healthy foods. 6.1 6.5 
LABEL3.1 Food labeling The government should develop and improve current nutrition information 
system to be understood easily and clearly by the public and be evidence-
informed, which allows consumers to make their healthy food choices easily. 6.5 6.0 
PROV2.1 Food provision The government should set the standards for procurement and distribution of 
healthy food and beverage in hospitals and workplaces, with a clear focus on the 
development of the nutrition monitoring and evaluation system and promotion of 
nutritious menus containing a simple explanation on nutrition facts. 5.2 6.5 
GOVER1.2 Governance The government should support and strengthens area-based mechanisms to 
protect and create healthy food environments. 6.0 6.1 
162 
Labels Areas Proposed actions Average scores 
Importance Achievability 
LEAD3.1 Leadership The government should develop its clear Food-Based Dietary Guidelines based 
on academic references by emphasizing on specific groups of people such as 
pregnant or lactating women, and deliver this information to all related parties to 
comply with the required standards.   5.9 5.9 
PROMO2.2 Food promotion The government should clearly specify a marketing framework for food and 
beverage, particularly promotional strategies, and also review development of 
advertising campaigns from international sources, especially the promotional 
strategies used in schools and around school areas.   6.0 5.8 
LEAD1.1 Leadership The government should develop a set of preventive measures to minimize an 
import of unhealthy food and beverage in the country. The government should 
also shift its broad focus to hindering non-standardized items used as ingredients 
in certain food and beverage that may be harmful to public health while 
remaining firm in promoting a healthy campaign to reduce the consumption of 
foods and beverages high in sugar, fat and salt. 6.1 5.7 
GOVER2.1 Governance The government should focus on research generation process in response to food 
policy demands. 5.9 5.8 
MONIT1.2 Monitoring & 
intelligence 
The government should collaborate with civil society to increase monitoring of 
marketing strategies of unhealthy food and beverage products to children. 5.9 5.5 
LABEL1.1 Food labeling The government should expand display of ingredient lists and nutrient facts to 
more foods/food groups particularly those containing high sugar, saturated fat and 
salt, and request manufacturers to display these details. 5.5 5.5 
PLATF3.1 Platforms for 
Interaction 
The government should set its working mechanisms to cooperate both directly 
and indirectly with civil society to push forward the nutrition policies and other 
related strategies that help promote the desirable nutritional status of the Thai 
population.    5.5 5.7 
LABEL3.2 Food labeling The government should require manufacturers to post warning labels on food and 5.4 5.6 
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beverage products with high saturated fat, salt, and sugar.   
MONIT4.2 Monitoring & 
intelligence 
The government should foster an integrated collaboration of different sectors that 
already possess nutrition monitoring and evaluation system, in which data on 
NCDs and their risk should be developed under the same standard method and 
tool to ensure the accurate and comparable data across sectors and overtime.   5.4 5.5 
MONIT3.2 Monitoring & 
intelligence 
The government should request all educational institutions and other public 
settings to produce primary health information such as weight, waist 
circumference and blood pressure, of their related people and make follow-up 
actions on update of such information. It is also required to keep people informed 
about their personal health information and provide them efficient solutions for 
health problems. 5.3 5.6 
MONIT4.1 Monitoring & 
intelligence 
The government should request all educational institutions and private sector to 
possess primary health information such as weight, waistline, and blood pressure, 
of their related people and make follow-up actions on the update of such 
information. It is also required to feedback the health data to those related people. 5.3 5.8 
PROMO1.1 Food promotion The government should extend restriction of food advertising to children focusing 
originally on children TV programs to all TV programs and to other online and 
social media. This should include offering of discount, exchange for prize, 
introduction of free product, reception of giveaway prize, and contest for 
giveaway prize. 6.4 5.3 
PRICES2.1 Food price The government should determine to collect tax from unhealthy food and 
beverage products by considering the level of content of nutrient of concern with 
progressive rate, or increase tax for food and beverage products with excessive 
level of the contents. As tax on beverages already exists in Thailand, the tax 
increase can initially be applied to sugary drinks. Meanwhile, it is also required to 
formulate other related tax measures.    5.7 5.3 
MONIT3.1 Monitoring & 
intelligence 
The government should determine effective, single methodology of data 
collection and result interpretation under the similar standards to facilitate all 5.3 5.2 
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sectors with accurate and reliable information on adult and childhood overweight 
and obesity prevalence used for comparison. 
‘Relatively high importance, relatively low achievability’ group
LABEL2.1 Food labeling The government should improve its monitoring system for health and nutrition 
claims which are more robust and in response to current situation while applying 
serious penalty policy for products with exaggerated advertising messages that 
may directly or indirectly cause misunderstanding to the consumers. 5.3 4.7 
COMP1.2 Food composition The government should seriously discuss and collaborate with the private sector 
in determining appropriate ingredients, particularly saturated fat, sugar and salt, 
for food and beverage products. 5.2 4.8 
PLATF4.1 Platforms for 
interaction 
The government should analyse lessons learned from successfully communal 
integration projects or programs in food sustainability and reduction/prevention of 
obesity and NCDs in population. This success can be used as a role model to 
expand similar actions into other areas or larger groups with involvement of 
people in the area.  5.1 4.8 
LABEL4.1 Food labeling The government should encourage food stores and restaurants to voluntarily 
provide information about energy content or both energy and nutrient contents on 
their food menu boards by using single standard format of information across the 
country. This action should be under collaboration with private sector. Also, it 
should consider for use for a simple nutrition symbol on the healthy food menu. 5.1 4.6 
PROMO2.3 Food promotion The government should develop Thai nutrient profiling system aiming to classify 
marketing of unhealthy foods to children. 5.1 4.9 
‘Relatively low importance, relatively high achievability’ group
PROMO2.1 Food promotion The government should formulate strict policies for all state agencies to 
disapprove the marketing and promotion of unhealthy food and beverage products 
in the agencies.  4.9 6.4
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PROV3.2 Food provision The government should join forces with public sector and local communities in 
initiating healthy food projects for all districts across the country while providing 
sufficient knowledge on healthy intakes for food vendors and other related 
people. It is required to conduct a follow-up action for such implementation and 
put it into practice by relying on food provision guideline developed by the state 
agency. 5.0 5.9 
MONIT2.3 Monitoring & 
intelligence 
The government should develop a free mobile application to help people calculate 
the Body Mass Index (BMI) and body fat mass in their bodies by themselves. 
This can genuinely encourage a regular self-assessment among Thai people.    4.2 6.0 
MONIT3.3 Monitoring & 
intelligence 
The government should promote a self-assessment on nutritional status in 
workplaces while offering a firm support to allocation of tools used for such 
assessment.   4.6 5.4 
FUND1.1 Funding & 
resources 
The government should develop its budget allocation mechanisms for efficient 
health promotion among Thai people to advance the structural development of 
human resources while empowering local communities with effective health 
management, as part of the strategy to take good care of their own citizens. 4.9 5.1 
MONIT1.1 Monitoring & 
intelligence 
The government should improve progress on its existing follow-up system and 
create database to ensure desirable environment in promoting health campaigns 
clearly and consistently. 4.8 5.1 
MONIT2.2 Monitoring & 
intelligence 
The government should require school setting and other public setting to produce 
their employee’s basic health data (weight, waist circumstance, blood pressure), 
including regular monitoring of their health status on any changes occurred.   4.4 5.1 
‘Relatively low importance, relatively low achievability’ group
LABEL1.3 Food labeling The government should develop Thai nutrient profiling system based on nutrient 
content of food for characterizing food labeling. 5.0 4.9 
MONIT2.1 Monitoring & The government should determine simple and single-standard methodology of 4.9 5.0 
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intelligence data collection on adult and childhood nutrition status and population intakes for 
all government agencies. 
GOVER4.1 Governance The government should improve information system to make food and nutrition 
information accessible to public and easily to use. 4.9 4.9 
LABEL3.3 Food labeling The government should include green color traffic light system in addition to 
GDA labeling of foods which contains nutrient contents that meet the standard 
required.  4.8 4.9 
LEAD5 Leadership The government should collaborate with private sectors that are working to 
improve food and nutrition in vulnerable population groups.  4.7 4.7 
LABEL2.2 Food labeling The government should develop Thai nutrient profiling system and use it to 
improve for existing food labelling according to the certain nutrient profile.    4.9 4.7 
LABEL2.3 Food labeling The government should clearly determine required standards for advertising 
campaigns and health claims. 4.7 4.6 
FUND2.1 Funding & 
resources 
The government should allocate its financial budget in supporting researches on 
health impacts and efficient solutions for health problems, particularly those 
occurred to vulnerable population groups. The government is also required to 
work hand in hand with the private sector to financially support other related 
research projects. 4.5 4.8 
MONIT1.3 Monitoring & 
intelligence 
The government should establish Committee of Sodium Reduction to monitor the 
use of sodium in food products, particularly those containing more than 600 mg 
of such substance. The government should also set its sight to promote the 
minimal use of sodium in food menus, expected to be decreased by 5-10% each 
year. 4.8 4.4 
LABEL1.2 Food labeling The government should require the companies to display trans fat information and 
implement this action along with other concrete actions. 4.6 4.4 
PLATF1.1 Platforms for The government should formulate efficient mechanisms and channels to foster 4.7 4.3 
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interaction clear understanding on the applied policies as well as generate a desirable 
cooperation between the central department and local authorities. 
HIAP2.2 Health-in-all-
policies 
The government should team up with educational institutions to produce research 
evidence on health problems and related impacts in other aspects.   4.3 4.7 
PLATF2.1 Platforms for 
interaction 
The government should officially and transparently collaborate with food industry 
to generate quality products and services concerning with good health. 4.9 4.3 
PROV4.1 Food provision The government should cooperate with the private sector to promote a provision 
of healthy food and beverage products in their workplace while labeling healthy 
menus with a simple nutrition symbol.  4.2 4.9 
RETAIL2.1 Food retail The government should create partnerships with food vendors to promote healthy 
food and beverage products to meet consumers’ various needs while introducing a 
“green shelf” corner exclusively for the display of healthy products. 3.8 4.7 
GOVER1.1 Governance The government should clearly determine level of involvement of the food 
industry in policy process. 4.5 4.1 
GOVER3.1 Governance The government should thoroughly review its current working mechanisms 
including strengths and weaknesses that reflect the government’s transparent 
performance and make this information available to the public.   4.4 4.0 
PROV3.1 Food provision The government should allocate its financial budget for food and nutrition 
training programs while issuing licenses for food business operators in several 
areas. It is required to get such actions implemented legally and appropriately, 
where food business operators will be exposed to a regular assessment launched 
to ensure consistent development under the similar standards. 4.3 4.7 
HIAP2.1 Health-in-all-
policies 
The government should determine a regular assessment of health impacts 
occurred from the project implementation requiring the Environmental Impact 
Assessment (EIA) or Environmental Health Impact Assessment (EHIA) approval. 
The assessment of possible health impacts is required to be conducted to ensure 4.4 3.8
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food safety and security. 
MONIT5.1 Monitoring & 
intelligence 
The government should develop a clear and standard mechanism to evaluate 
government policies and programs. 3.9 3.9 
RETAIL1.1 Food retail The government should determine the policies for local authorities to urge food 
restaurant operators, whose business locations are situated within a distance of 
500 meters or 1 kilometer away from educational institutions, to provide healthy 
food and beverage products while developing regular monitoring for such 
implementation. Local authorities may start by providing knowledge for those 
selling unhealthy food and beverage products to people in the communities. 4.0 3.8 
MONIT6.1 Monitoring & 
intelligence 
The government should make use of its currently existing monitoring system, 
expecting to add indicators to assessment of health problems and social 
determinants of health for vulnerable people. This can be implemented by 
collaboration between local authorities and government agencies responsible for 
promoting health of the vulnerable people, particularly to solve their health-
related issues. 4.3 3.7 
PRICES3.1 Food price The government should allocate its financial budget in stimulating decrease of 
prices of healthy food and beverage products, including a price control over 
seasonal fruits and vegetables, while consistently developing effective marketing 
strategies for those healthy products.   4.4 3.6 
HIAP1.1 Health-in-all-
policies 
The government should always recognize importance of promotion of healthy 
nutrition, development of health status, and reduction of health impacts for 
vulnerable people whenever consideration of health and nutrition development 
policies is required.   4.1 3.6 
PRICES4.1 Food price The government should develop its desirable policies to support a budget 
allocation for local people whose monthly income is lower than 10,000 baht, 
children and youth, and elderly. This can initially be implemented by offering a 
discount coupon for buying healthy food and beverage products available in 
different locations in the country. 3.4 2.9 
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TRADE1.1 Food trade The government should thoroughly study guidelines for development of 
assessment mechanisms and environmental aspects towards health status of Thai 
people complied with terms and conditions of international trade and investment 
agreement. 3.3 2.9 
TRADE2.1 Food trade The government should clearly and carefully identify specific messages on the 
legal authorization of the Thai government according to terms and conditions of 
the international trade and investment agreement to prevent and promote the well-
being of Thai people. 3.1 2.9 
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Comparing two groups, there were 30 similar proposed actions, and actions in the 
food labelling policy domain appeared to be most similar across the two groups. 
Among these 30, only 16 fell into the same quadrants; eight similar actions were 
assessed with relatively higher importance and achievability (right-upper); one 
was with having relatively lower importance, higher achievability (left-upper); and 
seven were with relatively lower importance and achievability (left-lower). In the 
right-upper quadrant some indicator domains were proposed by one group, but not 
another. They were the actions on food price policy, governance and platform-for-
interaction domains proposed by the non-state groups, and the action on food retail 
policy domain proposed by the state group.  
Forty-eight state and non-state actors attended a joint meeting that aimed to reach 
consensus on actions for the Thai Government. Eleven consensus actions were 
selected from the list of similar actions proposed from both groups. Of these 
eleven, eight are ‘relatively higher important and achievable’ actions, one 
‘relatively lower important, but relatively higher achievable’ action, and two 
‘relatively lower important and achievable’ actions. Four actions focused on food 
labelling; two were on food provision; and one each was on food composition, 
food promotion, leadership, monitoring and intelligence, and food trade and 
investment (Table 4.4). The actions included setting standards of food and 
beverage products provided and sold in schools and child care centres; promoting 
provision and sale of healthy food and drinks in hospitals and other public 
settings; developing Thai nutrient profiling system; establishing a marketing 
framework for food and beverage, particularly promotional strategies; setting the 
government’s clearly defined goal in limiting intake of salt, sugar, and saturated 
fat among Thai population; and developing self-monitoring system in all 
educational institutions and other public settings to produce primary health 
information such as weight, waist circumference and blood pressure, of their 
related people and make follow-up actions on update of such information. 
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Table 4.4 Consensus actions by state and non-state actors 
Domains Consensus acitons 
Food provision 1. The government should set standards of food and beverage products 
provided and sold in schools and child care centers with efficient quality 
control and monitoring systems of the food and beverage management 
complying with the required standards. For example, the government can 
apply the standards of the “Thai School Lunch” program focusing on 
preparation of healthy lunch for young students to all child care centers. 
2. Government should promote provision and sale of healthy food and drinks 
in hospitals and other public settings.
Food labelling 3. The government should expand display of ingredient lists and nutrient facts 
to more foods/food groups particularly those containing high sugar, 
saturated fat and salt, and   request the manufacturers to display these 
details. 
4. The government should develop and improve current nutrition information 
system to be understood easily and clearly by the public and be evidence-
informed, which allows consumers to make their healthier food choices 
easily. 
5. The government should develop Thai nutrient profiling and display of label 
according to a certain nutrient profile. 
6. The government should clearly determine required advertising standards 
for health and nutrition claims. 
Food 
composition 
7. The government should clearly indicate a required content of saturated fat, 
sugar and sodium added into major food sources of these nutrients, that the 
content should be appropriate for people’s daily lifestyle.    
Food promotion 8. The government should clearly specify a marketing framework for food 
and beverage, particularly promotional strategies, and also review 
development of advertising campaigns from international sources, 
especially the promotional strategies used in schools and around school 
areas.   
Leadership 9. The government should strongly commit to set its clearly defined goal in 
limiting intake of salt, sugar, and saturated fat among Thai population by 
making use of 6:6:1 consumption criteria, meaning that a person is not 
suggested to consume more than 6 teaspoons of saturated fat, 6 teaspoons 
of sugar, and 1 teaspoon of salt per day. 
Monitoring & 
intelligence 
10. The government should request all educational institutions and other public 
settings to produce primary health information such as weight, waist 
circumference and blood pressure, of their related people and make follow-
up actions on update of such information. It is also required to keep people 
informed about their personal health information and provide them efficient 
solutions for health problems. 
Food trade & 
investment 
11. The government should clearly and carefully identify specific messages on 
the legal authorization of the Thai government according to terms and 
conditions of the international trade and investment agreement to prevent 
and promote the well-being of Thai people. 
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4.5 Discussion 
The study found striking variations in the assessment of the level of 
implementation of government policies for creating healthy food environments by 
different stakeholder groups. Differences between the result of state actors and the 
result of non-state actors may be due to differences in perspectives of each other’s 
aspects especially their legitimate rights, role, capacity and motivation206,272-276 
which often impede the effective implementation of public policy.  
As a self-assessment, the state actors were more positive on the government 
performance of policy implementation than non-state actors for the majority of 
indicators. These differences reflect  different perspectives and values of the 
different stakeholders.272 For example, it is possible cognitive277 and/or 
motivational275 biases of state actors led to their more positive assessment. On the 
other hand, the non-state actors, are, for the most part, not exposed to the ‘on 
ground’ implementation of the relevant policies, so they may not have had 
complete information regarding the level of implementation. Furthermore, non-
state sector such as NGOs have traditionally been at the forefront of advocating or 
catalysing governments to implement policies for change for civic interests.276 
Correspondingly, their high expectation for government action may have resulted 
in them making assessments at a lower level. Moreover, the level of understanding 
around the political economy and barriers to policy implementation was likely to 
be lower amongst non-state actors.273 In the joint meeting of both groups, all 
actors were able to gain a better understanding of the limitations of government to 
take action. For example, the Department of Excise Tax was limited in their 
capacity to increase tax based on sugar levels in soft drink as there is currently no 
clear policy coherence between trade, economic growth and health in Thailand.  
To overcome differences in stakeholder’s viewpoints on the implementation and 
avoid negative conflict from these differences, it is important for policy makers to 
understand nature of individual stakeholders and groups of stakeholders that affect 
the policy implementation, or are affected by the implementation at all levels. A 
stakeholder analysis can provide means for understanding more of key actor’s 
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knowledge, interests, positions, alliances, and importance related to the policy.278 
This analysis will allow the policy makers to interact more effectively with key 
stakeholders and increase support for the policy and its implementation. 
Importantly, the analysis should be carried out before implementing the policy so 
that the policy makers can detect and act to prevent potential misunderstandings 
and/or opposition to the policy implementation. To be more likely to make 
successful implementation, the stakeholder analysis should be used along with 
other key approaches especially multi-sectoral and multi-stakeholder approach. 
After the first and foremost stakeholders are to be realized as potential to 
successful implementation, then a full range of potential stakeholders should be 
involved to help facilitate the implementation269 especially developing their 
understanding and agreement to the policy and its implementation.  
The adapted Food-EPI provided an opportunity and a mechanism to support a 
health-in-all policy approach which requires a health lens to be applied to all 
policies, as well as the development and implementation of effective cross-sectoral 
actions to improve population health and health equity.279 The joint meeting 
offered a platform for interactive dialogue between stakeholders from health and 
non-health sectors, and between state and non-state actors to enable sharing and 
understanding institutional mandates and limitations, interests, power and 
positions, alliances and relationship with food industries. The meeting was 
successfully able to reach consensus on a single set of priority actions to be 
implemented by the Thai Government. This set of priorities will help to affirm 
joint commitments to take action, and can be used to strengthen accountability of 
all parties involved.  
The prioritised list of actions from both groups include normative functions of 
government in setting targets for fat, sugar and sodium contents in certain foods or 
food groups, setting food provision standard in schools, developing a nutrient 
profiling system, and establishing a regulatory framework for food promotion. 
These normative functions are arguably less contentious and within the existing 
technical capacities of relevant agencies, without a need for cross-sectoral actions. 
They serve as a framework and reference point for the additional prioritized 
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government interventions such as food labeling, food provision, food promotion 
and food taxation, which require more complex cross-sectoral actions.  
As the Thai government moves to implement these actions, it will remain essential 
for there to be institutional capacities in the regulatory bodies to enforce normative 
standards and ensure compliance by food industries, with effective sanctions for 
non-compliance.  
This study had strengths and limitations. The Food-EPI used was built on existing 
efforts at measuring political commitment and prioritization of concrete actions to 
overcome problems of unhealthy food environments that lead to obesity and diet-
related NCDs. Importantly, it provided an engagement process that brought 
government officials and non-government experts together in the process. 
However, the Food-EPI was designed specifically for the implementation stage of 
the policy cycle, and therefore, the explanatory power of the study was limited to 
this stage. Though the Food-EPI contributes to regular monitoring of progress that 
the government has made over time and will enable comparisons across countries, 
it does not aim to identify how and why the policies have or have not been 
successfully implemented as planned. Indeed, in order to increase the level of 
implementation, the Food-EPI may need to be complemented with other 
appropriate measures to assess the enabling factors and barriers for effective 
policy implementation, such as institutional capacities of responsible government 
agencies, regulatory capacities, governance and transparency in preventing ‘policy 
capture’ which special interests exercise undue influence and capture the policy 
process.280  
Moreover, this study only examined formal, national and sub-national-level 
written policies as adopted by the relevant Ministries, the Thai Cabinet or by the 
central or provincial superintendent’s office. Districts may have formulated 
additional policies through less formal approaches, and these would not have been 
captured in the evidence summaries that documented current policy status. While 
it was explained to participants that the assessment of the level of implementation 
for each indicator required participants to that assessments of the level of policy 
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implementation were to be based on the documented evidence, it is possible that 
they factored other details into their assessments. More generally, it is recognized 
take into account multiple factors, including the quality of the policy as well as the 
extent of implementation, with reference to international best practice. Despite 
consistent instructions and guidance given to participants, and the strong reliability 
ratings of the tool, the complexity of the ratings tasks may have contributed to the 
differences in ratings observed. 
This study was implemented at a time of significant country reflection of 
strategies to address obesity and diet-related NCDs.281 It provided priority 
recommendations stemming from consensus between state and non-state actors. 
The process and set of agreed priorities will serve as a platform for helping to 
drive Thailand’s future policy actions, facilitate greater collaboration between 
different stakeholders operating within and across sectors, and establish a baseline 
and targets to measure progress in the future. This forms a core part of a broader 
strategy for accelerating the government and stakeholders to be more responsive 
and accountable to their citizen.68 
 
4.6 Chapter summary 
This chapter presents the findings of Study 1, highlighting variations in the 
assessment of the level of implementation of government policies for creating 
healthy food environments by different stakeholder groups. The study findings 
indicate the importance of using multi-sectoral stakeholders to assess government 
performance in implementing food environment policies, and provide a platform 
for interactive dialogue between the stakeholders to enable them to share and 
understand institutional mandates and limitations to government implementation. 
The study suggested a need for regular assessment of government implementation 
of food environment policies to allow the government to monitor their policy 
progress in improving healthiness of food environments for preventing obesity and 
diet-related NCDs in Thailand. It is also important to evaluate the implementation 
process of policies to identify how and why they have or have not been 
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successfully implemented as planned, and especially to identify barriers of and 
facilitators to implementation (presented in the following chapter). 
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Chapter 5 Results – Study 2 
An analysis of barriers to and facilitators of 
implementation of selected government policies on food 
environments in Thailand 
  
5.1  Chapter overview 
The previous chapter presented the results of Study 1 of this PhD project, which 
provided clear evidence on the progress the Thai Government had made in 
implementing food environment policies and actions. However, how and why 
some policies had or had not been implemented as planned remained unclear, 
especially whether there were any barriers or facilitators to implementation of the 
food environment policies in Thailand. This evidence is important to help the 
government to improve implementation and develop strategic responses to any 
implementation problems identified.  
Study 2 was designed to critically analyse the implementation process of two food 
environment policies in Thailand, and particularly to identify barriers and 
facilitators to implementation (Objective 4), and to interpret and explain the 
results taking into account the influences of key stakeholders and broader contexts 
such as political and historical contexts (Objective 5). 
The purpose of this chapter is to present the results of Study 2’s critical analysis of 
the implementation of two government policies: 1) a regulation to restrict 
unhealthy radio and television food advertising to children, and 2) a voluntary 
front-of-pack nutrition labelling policy to promote products that had reduced their 
sugar, fat and/or sodium content by at least 25%. Selection of these two policies 
was based on consensus decision of government officials and non-governmental 
stakeholders in Thailand (Chapter 3). The selection process was conducted during 
the consensus meeting for Study 1 with state and non-state actors. After policy 
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selection, semi-structured interviews were conducted with stakeholders from 
across sectors (government agencies, NGOs, academia and the food and beverage 
industries) to investigate factors that enabled or impeded the implementation of 
each policy.  
This chapter begins with an introduction to the study, describes the methods and 
tools used for the analysis, presents the study results and a discussion of the 
study’s findings, and then provides a conclusion. The chapter ends with a 
summary. 
Currently, this study is undergoing a second review at a leading food policy 
journal. It was submitted as: 
Phulkerd S, Sacks G, Vandevijvere S, Worsley A, Lawrence M. Barriers and 
potential facilitators to the implementation of government policies on front-of-
pack food labelling and restriction of unhealthy food advertising in Thailand 
(under review). 
 
5.2  Background 
Restricting the promotion of unhealthy food products and non-alcoholic beverages 
to children, and regulating the provision of accurate and interpretative nutrition 
information are internationally recommended policy options available to 
governments to help tackle obesity and diet-related NCDs.41,42 Restriction of 
unhealthy food and beverage advertising to children can reduce demand for these 
foods, and prevent exploitation of children’s inexperience or credulity from 
messages that encourage unhealthy dietary practices.42 Simple and interpretative 
front-of-pack nutrition labelling can assist consumers in making healthy food 
choices, and can provide an incentive for food manufacturers to reformulate food 
products high in saturated fat, salt and sugar.42  
In Thailand, a number of food advertising and food labelling policies designed to 
protect and promote healthy diets have been launched over the past decade. For 
example, in 2008, the Government’s Public Relations Department enforced a 
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mandatory regulation to restrict the advertising of unhealthy food and beverage 
products on radio and television. The purpose of the regulation was to restrict the 
amount of radio and television advertising (RTA) for unhealthy food and 
beverages high in fat, sugar and salt to children aged 3-12 years old.282 
Advertising time was limited to 12 minutes per hour in total; not more than 10 
minutes for commercial advertising, including indirect advertisements (such as 
product tie-ins, product placement and uses of brand names, trademark or 
emblems of products in TV programs), and at least 2 minutes for additional 
advertising with health and nutrition-related messages. Moreover, advertisers were 
restricted in promoting the use of cartoon characters or celebrities and using free 
gifts to appeal to children when advertising unhealthy food and beverage products. 
However, compliance with this regulation has proven to be poor. For example, it 
has been reported that food and beverage advertising on children’s television is 
not in accordance with the regulation, and techniques and tactics (e.g. giving 
premiums in the form of toys, cards or games and sweepstakes prizes, and use of 
well-known figures, cartoons and children's celebrities in TV advertising) used by 
food advertisers have violated the government regulations.283  
In 2009, the Department of Health (DOH), Ministry of Public Health Thailand 
launched the 25% SFS policy.284 This was supplemented by a Memorandum of 
Understanding (MOU) between the Ministry of Public Health and six domestic 
food companies to produce 25% SFS food products. Other domestic and 
transnational food companies declined to sign the MOU for undisclosed 
reasons.285 This food labelling initiative aimed to promote reformulation of 
unhealthy food products to help reduce sugar, fat and sodium consumption among 
Thai people. The reformulated products that met the pre-defined nutrition standard 
for at least two nutrients received a front-of pack ‘25% SFS’ logo from the DOH 
(Figure 5.1). This food labelling initiative focused on three major categories of 
unhealthy foods: snack products (e.g. extruded snacks, peanuts and seeds, potato 
chip, prawn/rice crackers, popcorn, and fish snacks); baked foods (e.g. bread, 
cake, biscuit, cookies, wafers, donuts, pies, croissant, tart and pastries); and Thai 
sweets and desserts. Initially, in 2009, all six food companies under the MOU took 
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action and produced a range of products with 25% lower sugar, fat and/or sodium, 
but most of these products were removed from the market within a few years.44 
Although the 25% SFS policy remains in effect in 2016, only one company is still 
active in implementing this policy and new front-of-pack food labelling policies 
have subsequently been launched by the Thai government, such as Guideline 
Daily Amounts (GDA) labelling system in 2011286 and ‘Healthier’ logo in 2016.287   
 
Figure 5.1 An example of the ‘25% SFS’ logo 
Currently, there is no clear understanding of why the 25% SFS policy and RTA 
policy failed to be successfully implemented.  
 
5.3  Methods  
Policy selection  
The 25% SFS policy and RTA policy were selected based on the consensus among 
the state and non-state actors during the stakeholder meeting of the Study 1. More 
detailed description of the process can be seen in section 3.7.3 of Chapter 3. 
 
Participant recruitment  
Details of the participant recruitment are presented in section 3.7.3 of Chapter 3. 
Twenty-eight representatives agreed to be interviewed (Table 5.1). This included 
three additional participants from private sector who were identified by other 
interview participants. Fourteen of the 28 participants interviewed were involved 
in the implementation of the 25% SFS policy; 12 were involved in the 
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implementation of the RTA policy; and two were involved in the implementation 
of both policies.  
Table 5.1 Summary of interview participants 
Organization Number of participants involved in policy Total 
25% SFS policy RTA policy Both policies 
GO 5 1 0 6 
NGO 1 4 1 6 
AC 4 1 0 5 
PV 3 4 0 7 
Working for multi-sectors 
(GO, NGO and AC) 
1 2 1 4 
Total 14 12 2 28 
GO - government organizations; NGO - non-government organization; AC - 
academia; PV - private sector 
 
Data collection 
Data were collected using semi-structured interviews. Participants were asked to 
give their views and reflect on their experiences of the implementation process for 
the two policies. They were asked to focus particularly on those factors that might 
have been barriers to, or facilitator of, effective implementation of each policy. 
More details of the interviews are presented in section 3.7.3 of Chapter 3. 
Briefly, an interview guide containing key themes across multiple contexts and 
levels of influence was initially developed, based on the review findings in 
Chapter 2. The interview themes in this study were grouped into four categories, 
which were 1) policy characteristics (e.g. policy clarity, policy being compatible 
to the implementer’s context, policy adaptability to current circumstances, ‘fuzzy’ 
boundaries of policy implementation, and policy risk); 2) individual adopter 
characteristics (e.g. individual needs, motivation, values and goals, knowledge, 
attitudes, specific skills and leadership); 3) intra-organization characteristics (e.g. 
executive leadership, organization’s ability to recognize, assimilate and apply 
knowledge, dedicated resources, organization culture, and external collaboration); 
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and 4) environmental influences (at a physical level e.g. evaluation system, 
information and evidence and infrastructure support; at a social level e.g. social 
networks and consumer support/advocacy, and at a macro level e.g. political 
climate, governance, external policies, inter-organizational networks and 
economic context).  
Each interview was carried out in person in Thai and audio-recorded by the first 
author (the candidate). All interviews were conducted in the participant’s office. 
The interviews lasted approximately 45 to 90 minutes. Informed written consent 
was obtained from all participants before starting each interview.  
 
Data analysis 
Description of data analysis process can be seen in section 3.7.3 of Chapter 3. 
Briefly, the 28 interviews were transcribed, and analysed using the thematic 
framework analysis approach that is a deductive, iterative process grounded in the 
aim of the study. This involves comparing and contrasting individual responses 
systematically such that themes emerged across all interviewees.288 
Emerging themes were reviewed and interpreted by considering the participants’ 
perceptions of factors influencing the policy implementation process, and the 
interviewees’ suggestions about appropriate approaches for future policy 
improvements. Quotations from the interview transcripts, translated into English, 
are presented below as examples of particular themes or issues. 
The analysis was completed by two independent reviewers in a two-step process. 
The first reviewer (the candidate) analysed the themes of all interviews, and then 
the themes of three random interviews (selected from different sectors) were 
analysed by the second reviewer. Some discrepancies between the two reviewers 
were discussed among them and resolved by consensus. 
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5.4  Results 
Key themes  
The key themes derived from the interview data were organized within the four 
pre-specified categories: policy characteristics; individual adopter characteristics; 
intra-organization characteristics; and environmental influences. In total, 34 
themes (29 barriers and 5 potential facilitators) emerged from the analysis of the 
interview data (Table 5.2).  
Table 5.2 Barriers and potential facilitators to the successful implementation of the 
25% SFS policy and RTA policy 
Theme 
categories 
Theme identified 
 (organization for which the participant who mentioned the theme is a 
representative) 
25% SFS policy RTA policy 
Barriers     
Policy 
characteristics  
‐ Perceived ineffectiveness of the policy (25% SFS: NGO and PV; RTA: GO 
and PV) 
‐ Policy risk particularly the risk that there may be an adverse impact on a food 
company’s profits, and conflict with other related policies (25% SFS: GO; 
RTA: NGO and PV) 
‐ Lack of clear policy content (25% SFS: NGO; RTA: GO, NGO, AC and PV) 
‐ Unclear implementation plan (GO 
and AC) 
‐ Policy difficult to adapt to 
intended implementer’s context 
(GO and PV) 
Individual 
adopter 
characteristics  
‐ Little knowledge of government staff on the policy (25% SFS: NGO; RTA: 
GO and AC) 
‐ Low credibility of government 
officials involved in implementation 
(GO and AC)  
‐ Poor relations of government 
officials with implementers/industry 
(GO and NGO) 
‐ Staff too busy to implement the 
policy (GO and AC) 
‐ Lack of transparency regarding 
policy implementation (NGO) 
‐ Lack of networking skills by 
government officials to build and 
maintain relationships with 
stakeholders (NGO) 
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Theme 
categories 
Theme identified 
 (organization for which the participant who mentioned the theme is a 
representative) 
25% SFS policy RTA policy 
‐ Lack of self-confidence by 
implementers to implement the 
policy (NGO) 
Intra-
organization 
characteristics  
‐ Lack of organization knowledge regarding skills required for implementation 
(25% SFS: GO, NGO, AC and PV; RTA: NGO) 
‐ Lack of organizational capacity to develop external collaboration (25% SFS: 
GO, AC and PV; RTA: GO, NGO and PV) 
‐ Insufficient funding for implementing the policy (25% SFS: GO, NGO, AC 
and PV; RTA: GO) 
‐ Lack of executive's leadership ability to achieve the implementation (25% 
SFS: NGO and AC; RTA: NGO and AC) 
‐ Too many levels of management and 
administration and unclear role 
boundaries (GO, NGO and AC) 
‐ Changes in policy priorities (GO, 
NGO and AC) 
‐ Instability in organizational 
structure due to change of 
executive-level leaders (GO, 
NGO and AC) 
Environmental 
influences  
‐ Physical factor: lack of monitoring and evaluation system (25% SFS: GO, 
NGO, AC and PV; RTA: GO, NGO, AC and PV)  
‐ Social factor: negative influence of food industry on implementation (25% 
SFS: NGO; RTA: NGO, AC and PV) 
‐ Macro-level factor: poor governance systems to support implementation (25% 
SFS: GO, NGO, AC and PV; RTA: GO, NGO and AC)  
‐ Physical factor: Ineffective multi-
sectoral platforms for interaction 
(GO, NGO, AC and PV)  
‐ Social factors: insufficient 
involvement and ineffective 
communication with stakeholders 
(GO and NGO), and lack of strong 
social support networks (GO)  
‐ Macro-level factors: lack of political 
support for implementation (GO, 
NGO and PV), competition with 
other policies e.g. economic policy 
(GO), and insufficient 
complementary international action 
to support the national policy (GO, 
NGO and PV) 
‐ Macro-level factor: political 
imperative to suspend 
implementation (GO, NGO and 
AC) 
Potential facilitators 
Policy 
characteristics  
‐ Policy compatible with intended 
users’ context (GO and AC) 
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Theme 
categories 
Theme identified 
 (organization for which the participant who mentioned the theme is a 
representative) 
25% SFS policy RTA policy 
Individual 
adopter 
characteristics 
‐ Individual support from government officials (25% SFS: GO, NGO and AC; 
RTA: NGO and AC) 
 ‐ High personal motivation to 
support  implementation of the 
policy (NGO) 
Intra-
organization 
characteristics  
None identified None identified 
Environmental 
influences  
‐ Social factor: strong inter-organization networks across and within sectors 
(25% SFS: GO and PV; RTA: GO, NGO and AC) 
 ‐ Physical factor: good financial 
management mechanisms to track 
funding resources available to 
support implementation (GO, NGO 
and PV) 
 
GO - government organizations; NGO - non-government organization; AC - 
academia; PV - private sector 
 
Barriers to policy implementation  
The most prominent themes that emerged from the stakeholder interviews as 
barriers to the implementation process are presented in Table 5.2, and specific 
barriers that were mostly mentioned by participants are described as follows.  
Monitoring and evaluation system 
All groups of participants perceived the absence of an effective monitoring and 
evaluation mechanism as a contributing factor in the failure to track the 
government’s progress as well as accelerate the government’s actions in the area. 
One NGO participant involved in the implementation process of the 25% SFS 
policy noted that it is important to further develop existing systems:  
“They should have it [monitoring and evaluation system]. But in terms of 
academic and systematic following up, I’ve never seen it. We should 
improve the mechanism starting from what we already have [national 
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survey on prevalence of NCDs and their risk factors], then include 
additional indicators that can measure the [government] progress being 
made in implementing the policy.” (25% SFS, NGO) 
 
Organization knowledge  
Participants from all groups involved in the implementation of the 25% SFS and 
NGO participants involved in the RTA policy agreed that having government 
officials with sufficient knowledge and skills was an important contributing factor 
to the effectiveness of the implementation process. Poor knowledge and skills in 
policy practice, including policy advocacy for external stakeholder groups, was 
mentioned as a key barrier to the successful policy implementation. This is 
because of the high level of understanding required to commission the 
implementation of activities. Representatives from all the organizations 
commented that government officials had general knowledge and skills in food 
and nutrition science, which was not adequate for food policy implementation. 
They require specialist skills especially policy advocacy. As one participant 
explained: 
“Having strong scientific knowledge and clinical skill is fine, but 
strengthening [policy] advocacy skill [of health professionals] would 
really help to make the policy [implementation] work better.” (25% SFS, 
GO & NGO) 
 
Governance systems  
Participants from all the sectors involved in the 25% SFS policy, and from the 
GO, NGO and AC participants involved in the RTA policy raised the importance 
of governance arrangements and structure to implementation. The participants 
involved in the 25% SFS policy mentioned that poor governance arrangements 
limited the authority of the responsible agency to implement the 25% SFS policy. 
One GO participant stated that the limited authority “impeded performance” of 
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the agency in implementing the policy as intended and “hindered the 
achievement” of the government’s policy goals. Other participants commented 
that the governance arrangements should enable the responsible agency to operate 
according to their mandates efficiently and effectively by providing it sufficient 
authority to implementation. The responsible agency in implementing the 25% 
SFS policy was not the official food-labelling regulator, and it needed more 
regulatory authority to achieve the effective implementation.  
The participants involved in the RTA policy mentioned that the current 
governance structure compromised the ability to have successful implementation. 
The structure was seen as lacking in mechanisms for policy integration and co-
ordination, and mechanisms to ensure transparency and accountability of the 
responsible agency. For example, some NGO participants stated a lack of a 
“Health-in-All-Policy” approach, where health considerations are incorporated 
into decision-making across health and non-health sectors, was affecting 
successful implementation of the RTA policy. The food marketing policy involved 
multiple stakeholders across different sectors, and therefore, success in 
implementing the RTA policy cannot be achieved by the health sector alone, but 
required collaborations among health and other sectors. The government required 
the Health-in-All-Policy approach to create a partnership between the health sector 
and other sectors of the government, who had more influence over these 
conditions - especially media and communication sectors which played a critical 
role in helping to minimize exposure and performance of unhealthy food 
marketing and advertising to children. As one participant explained: 
“This is not a job [restricting unhealthy food marketing] for one person or 
one organization…they [non-health stakeholders] should be recognized 
for the role they play and influence [health]…it [health sector] simply 
does not have all expertise and capacity to implement this [policy] 
alone …the government should open up [collaboration and cooperation] 
beyond the health sector to achieve its [health] goal.” (RTA, NGO) 
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Moreover, a lack of transparency among different stakeholders at multiple levels 
was seen to create ineffective governance. Some NGO participants mentioned that 
roles and responsibilities of some stakeholder groups involved in the policy 
consultation were “not clearly defined”, and reports or updates on government 
decisions on the RTA policy were “not made publicly available.” In addition, the 
government “limited participation” in the policy consultation to certain groups of 
stakeholders especially non-health sector and high level of government. This poor 
transparency was perceived that brought about the poor governance, which 
affected the government performance in executing its mandates related to the RTA 
policy and through this, the performance of the country in meeting its nutrition 
policy goals. 
 
Funding and resources 
Inadequate funding was generally seen as one of the major barriers to 
implementation by all groups of participants involved in the 25% SFS policy and 
GO and NGO participants involved in the RTA policy. The participants noted that, 
when compared with other activities, the policy was not a funding priority for the 
government agency. An insufficient amount was budgeted to achieve the 
implementation plan, as some participants commented,   
“It [authority agency] always said that the money is for ‘this [priority]’ 
and ‘that [priority]’ important…umm…other priority stuff, this isn’t the 
time for food labelling yet.” (25% SFS, AC)  
“It [authority agency] has, I think, some resources available to do 
monitoring and evaluation, devices and technology, but it is more than just 
a matter of food and advertising, you know. We have other mandates as 
well.” (RTA, GO) 
 
Multi-sectoral platforms  
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Infrastructure limitations in the form of ineffective multi-sectoral and multi-
stakeholder platforms were mentioned as barriers to the implementation process 
by many participants involved with the 25% SFS implementation. However, they 
were not seen as barriers to the RTA implementation. The participants recognized 
the importance of participatory mechanisms among cross-sectoral stakeholders 
such as the National Health Assembly (NHA) and National Food Committee 
(NFC), to enhance the effectiveness of the policy’s implementation, but also found 
that they had limited power to drive the policy into action. One GO participant 
explained that, 
“[The NHA] process of identifying the important issues to be 
acknowledged by the government and other sectors was very grand, 
interesting, and exciting, especially when we talked about the possibilities 
of making it practicable. But, after the Assembly, those commitments and 
excitements became weak since there was no medium or agency that 
connected, followed up with, and provided support… If we look into the 
mechanism [NFC] that we have, it is very powerful and benefits us all in 
terms of building the bond, participation, and capacity of every sector. It 
however only gives suggestion to all policy makers, not the [policy] 
driver.” (25% SFS, GO) 
 
Influence of food industry 
Some participants involved in the 25% SFS policy and the RTA policy mentioned 
that the food industry developed a close relationship with the government, and 
through this, it created pressure against the government agency with regard to 
policy implementation. One NGO participant stated that the government and food 
industry were “closely tied.” The industry was working “behind the scene” of 
some nutritional health policies and government parties. This created a political 
environment that influenced stakeholders’ actions including policy 
implementation. Participants also noted that the food industry influenced 
implementation of the RTA policy by creating its own “code of conduct” to 
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address its concerns about consumer’s health and its compliance with the 
government policy. In addition, one AC participant stated that the food industry 
created its own “controlling system” to monitor implementation of government 
actions and pressured government agencies when it felt threatened by government 
regulation or critical actions.  
 
Policy content  
An important theme that emerged from all participant groups involved in the RTA 
implementation phase was that the proposed policy should be more 
comprehensive. Moreover, the policy should address regulation of all radio and 
TV channels and other major food marketing techniques, or focusing on wider 
target groups to increase policy effectiveness. Accordingly, the policy was seen as 
not strong enough to attract attention from the regulatory authority for further 
actions, such as monitoring and enforcement. As one GO participant commented,  
“It [regulatory committee] is considering this issue [regulating TV and 
radio advertisement of unhealthy foods to children] at this stage… but it is 
not yet ready for enforcement. The [policy] content should contribute 
something more such as to a wider group of people…they feel like it is yet 
in priority for continuing other [policy] processes.” (RTA, GO)  
In addition, GO participants involved in the 25% SFS policy mentioned the nature 
of the policy as a barrier to effective implementation. They perceived that it was 
unlikely that the implementation could be achieved in the “absence of regulatory 
nature” of the policy. The 25% SFS policy was introduced on a voluntary basis; 
accordingly, with the voluntary nature the responsible agency cannot enforce the 
policy to impose the implementation.   
 
Organizational culture and structure 
Participants raised concern about overlapping areas of responsibilities and 
authorities across different units of the responsible agency. The participants 
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perceived that these overlaps resulted from the organizational culture. Some GO 
participants involved in the 25% SFS policy gave an example explaining the 
agency’s working culture as a “bureaucratic” system with “too rigid procedure.” 
It had several-levels of management and administration and role boundaries 
between units had “blurred.” This invited confusion as to what the unit staff had 
to do. As one GO participant mentioned,  
“Whether my unit or other unit (or both) have ultimate responsibility for 
the implementation...could we join hands together, supplement and 
complement each other?” (25% SFS, GO) 
This also led to the staff describing themselves as “disempowered” and with a 
“lack of focus”, which contributed to delays in or discontinuation of the 
implementation.  
The participants involved in the RTA policy expressed concern about the 
instability of the regulatory agency administrative structure due to change in 
senior-level executives, which may have led to failure in policy implementation. 
One NGO participant explained that its organizational structure can become more 
unstable as it is dependent on “higher authority.”  
 
Changes in policy priorities 
Participants involved in the RTA policy mentioned changes in policy priorities of 
the responsible agency as an important barrier to implementation. The RTA policy 
was superseded by other newer policy actions of the agency after a change of the 
government. The participants stated that the government had "other, much more 
pressing priorities" to address, and this influenced or changed the government 
agency to act according to the new priorities. The RTA implementation was seen 
in facing an “uncertain future”. One GO participant noted, 
“We [the government agency] are not going to shut it [RTA issue] down, 
but it's just not a priority for us right now… how I can say this…it is just 
not in the Government’s to-do list.” (RTA, GO)  
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Potential facilitators of policy implementation  
Policy compatibility 
There was a perception among GO and AC participants involved in the 25% SFS 
policy that the policy was compatible with the objectives of many of the food 
companies involved. Specifically, these participants felt that the food companies 
were seeking to target the ‘healthy’ snack market. Participants felt that this 
supported the implementation of the policy. As one GO participant commented,  
“They [food company] want to do it, so they keep improving the nutrition 
quality of their products until they have the right ones for the customers. 
They have an interest in this because they are in the healthy [snack] food 
area.” (25% SFS, GO) 
 
Individual support from government officials 
Participants involved in the 25% SFS policy identified personal attributes of 
government officials as key facilitators of the implementation process. However, 
the attributes of the individual government officials varied. GO participants and 
some AC participants indicated that frontline government officials and managers 
who saw the value of implementing the food labelling policy were more willing to 
implement the policy. Having such personal commitment resulted in increased 
activity surrounding implementation of the policy. Some AC participants 
mentioned the importance of an individual’s credibility with stakeholders involved 
in the implementation process. The presence of a credible government official to 
drive the policy implementation process was seen as increasing the likelihood of 
implementation taking place, especially where it helped to bring key stakeholders 
together. As one participant explained,  
“Since he [person’s name] is acknowledged by most private sectors, he 
also has a good relationship with [names of food retail companies], he 
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helps the food manufacturers to connect with those retailers.” (25% SFS, 
AC) 
Moreover, the presence of people to drive policy thinking and practice was seen to 
increase the likelihood of successful policy implementation by NGO and AC 
participants involved in the RTA policy. As one NGO participant stated,  
“Recently, we only discuss about the advertisement and timing. This might 
be because of her [person’s name]… perhaps because of her continued 
helping to us, the issue is being raised again.” (RTA, NGO) 
 
Financial management mechanisms  
Participants across different organizations involved in the 25% SFS policy 
stressed the importance of good financial management mechanisms for budget 
allocation or tracking other funding resources available to support implementation. 
In situations where agency resources were scarce, the Thai Health Promotion 
Foundation (ThaiHealth), an autonomous state agency outside government, was 
often mentioned as a key driver in terms of financial support to continue or 
accelerate the implementation. Some participants noted, 
“The projects are plausible with the support to us from ThaiHealth’s 
budget.” (25% SFS, GO) 
 
Inter-organization networks  
Strong inter-organization networks across and within sectors - in particular multi-
stakeholder networks between the government sector and the private sector were 
mentioned by GO and PV participants involved in the 25% SFS policy as an 
important facilitator of policy implementation. They explained that when one 
stakeholder attracted others to the policy, it built a network of interest and 
provided the impetus for the implementation to proceed. For example,  
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“I come into the low sugar, fat, and sodium this time because my friend, 
[name of owner of food company] advised me. We are in the same food 
business. He told me that the Ministry also needs other companies to join. 
Let’s find more foods like snacks. They [the Ministry] are also friends.” 
(25% SFS, PV) 
Moreover, GO, NGO and AC participants involved in the RTA policy commented 
that the creation of network connections can bring opportunities in building close 
relationships with potential stakeholders. Such relationships were perceived as 
bringing potential benefits especially opening a window of opportunity to put 
forward food advertising issues on the policy table: 
“If there was no [name of the Board member], there would be no more 
talking with them [the regulatory agency] about this [policy] ever again.” 
(RTA, NGO) 
This was an area of contention among participants. Some participants said that the 
platforms for interaction between stakeholders were ineffective that contributed to 
the failure of implementation, but yet others commented that there were strong 
inter-organizational networks to enable the implementation.   
  
Personal motivation  
NGO participants involved in the RTA policy reported that their personal 
motivations led them to support healthy food environments for children, especially 
through the advertising of healthy food to children. Some claimed that their 
motivation came from valuing the influence of media and advertising on children 
and society as a whole. They felt a sense of personal commitment. One NGO 
participant commented, 
“Media has a high impact on the changes. The power of society and the 
help from all citizens, those not from only the government sector, are real. 
It inspires us to stand side by side with them and want to keep on making 
the best and provide healthy media communication for them.” (RTA, NGO) 
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5.5  Discussion 
This study critically analysed stakeholder perceptions of the implementation 
process of the 25% SFS policy and the RTA policy in Thailand, with a view to 
providing insights to inform future nutrition policy implementation. Stakeholders 
identified factors related to organizational capacities and environmental factors 
(such as lack of a monitoring and evaluation system, negative influence of the 
food industry, and lack of effective multi-sectoral platforms) as the barriers to 
policy implementation. Conversely, individual characteristics of the implementers 
and environmental factors (such as strong inter-organization networks and good 
financial management mechanisms) were the factors most reported as potential 
facilitators of implementation of these policies. The study showed that a lot of 
work is still needed if these policies are to be successfully implemented in 
Thailand, and in particular, the facilitators were not sufficiently strong to 
overcome the barriers, as overall implementation of these policies was weak.  
The findings of the study are to a largely consistent with the pre-defined themes 
identified from the review of the policy science and implementation literature. The 
findings support many themes from the review which included: influence of 
individual characteristics (i.e. skill proficiency to implementing the policy206); 
policy compatibility to implementer’s context206; organizational characteristics 
(i.e. organizational culture162,206, executive leadership162,206, funding162 and 
managerial/administrative mechanisms162,206); and environmental factors (e.g. 
inter-organizational networks215-217, political influence215-217 and evaluation system 
to generate relevant evidence210,211). Other themes that were identified from the 
review, but did not emerge as important in this study, included individual needs to 
implement the policy, and the influence of external policies and economic context. 
The findings also support previous studies in this field. For example, an Australian 
study identified ‘monitoring and evaluation systems’ as key elements in 
accelerating government implementation to improve the healthiness of food 
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environments.67 Monitoring and evaluating data was important to track and 
identify gaps of government performance to improve food environments, 
including each stakeholder’s compliance with implementing government policies 
and practices. This study’s results also correspond to the finding in much of the 
literature that food industry influence is problematic in the area of obesity 
prevention. For example, one study identified ‘food industry power’ as a 
substantial barrier to the regulation of unhealthy food advertising to children by 
government.289 The food industry may influence policy implementation in various 
ways, including pressure against the government with regard to regulation and 
marketing strategies (indicative of their ability to get around any proposed 
regulation). 
While this research has identified a number of common barriers and facilitators to 
implementation across the two-food environment policies examined, there are also 
differences. In particular, there was a difference in types of perceived barriers and 
facilitators (from policy context, individual actors, organizational context and 
environmental context) between the policies. This difference may be due to the 
difference in stage of the implementation of each policy. The 25% SFS policy was 
already being implemented and it remains in effect at the time of writing. 
Meanwhile, the RTA policy remains in the preliminary stage of implementation; 
its implementation has failed to progress as intended since the new Thai 
Government was formed two years after the policy was introduced. Accordingly, 
along with social, political and economic changes over time in Thailand, the 
implementation of the 25% SFS policy involved new actors, agencies and 
contexts, and therefore, its implementation was influenced by more factors or 
conditions than the RTA policy.  
To gain greater insights into the policy implementation process, it is important to 
understand more about the nature of factors influencing the implementation so as 
to find strategic ways of dealing with them. The findings showed that the barriers 
emerged from different angles and directions, but three themes were most often 
considered: the individual actor, organizational context and environmental context 
in which the implementation takes place. The barriers in the study can be defined 
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as the stakeholders’ subjective interpretation or collective understanding of factors 
and conditions, which the stakeholders valued as having a negative influence on 
the implementation process and reduce the chances of successful implementation, 
but that are manageable and can be overcome with concerted efforts, or by 
creating and seizing opportunity. In addition, not only ‘which’ barriers emerged, 
‘how’ and ‘why’ barriers also emerged from the findings. For instance, the 
effectiveness of the implementation process was perceived by many groups of 
stakeholders to have been compromised because the government agency 
responsible for the implementation of the 25% SFS policy was not the official 
food labelling regulator and hence its authority was undermined. This lack of a 
regulatory authority resulted in the policy being introduced on a voluntary basis, 
meaning the responsible agency lacked the power to impose implementation, and 
had a limited reach to affect settings such as schools. Another explanation of the 
failure to successfully implement the RTA policy was the perception that it had 
been influenced by an unsupportive governance system. In particular, the 
governance arrangements failed to take into account inter-sectoral cooperation that 
is important to help facilitate inter-sectoral actions including processes for inter-
sectoral communication and implementation.290 Lack of government transparency 
was seen to be associated with ineffective governance. Inefficiency of this formal 
governance structure can lead to the creation of informal institutions that substitute 
for the functions that the formal ones are unable to perform.291   
The nature of policies can be another probable reason for the observed differences 
in the perceived barriers to successful implementation, in particular their 
contrasting strength and comprehensiveness. The 25% SFS policy might be 
categorized as a ‘soft’ policy tool which, in principle, has no legally binding 
force.292 Soft policy tools include information, labelling and education.293 Because 
soft policy tools have no legally binding force, they tend to have relatively modest 
political and economic implications and does not threaten the status quo. This is 
consistent with the study findings that reported strong inter-organization networks 
between government sector and food industry that facilitated an initial 
implementation of the 25% SFS policy. However, the findings also reported that a 
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close-working relationship between the government and the food industry 
impeded the intended implementation. This relationship was so strong that despite 
the 25% SFS policy being a soft policy approach it still was not successfully 
implemented in Thailand.  Similarly, a mandatory front-of-pack traffic-light food 
labelling policy, which was adopted in the 2009 National Health Assembly, failed 
to be implemented.294 It is therefore important for the government to remain 
neutral and at arms-length distance with the private sector. 
Meanwhile, the RTA policy might be categorized as a ‘hard’ policy tool which 
generally are legally binding obligations and delegate authority for interpreting 
and implementing the policy.295 Hard policy tools include choice-editing (before 
consumers see products), bans and fiscal measures.293 They are often more 
politically sensitive and face a relatively high level of resistance from affected 
policy actors. This is consistent with the study findings that reported influence 
from within the political environment in Thailand to the RTA implementation. 
Globally, only one third of high income- and low to middle income-countries 
reported implementing regulations to control the  marketing of foods and non-
alcoholic beverages to children.65  
The nature of the policies in this study may not just impact the implementation as 
a single factor, but also worked in combination with and impacted on other factors 
in complex ways. Moreover, the political influence may be a root challenge that 
placed constraints on the government actions, and affected the ability to improve 
the implementation of the food labelling and food advertising policies in Thailand.   
Overcoming the barriers to policy implementation as identified in this study will 
require engendering stakeholder commitment and perseverance to take action, 
determining resources and infrastructure required to improve the implementation 
process, and enacting accountability mechanisms to ensure that barriers are being 
addressed.296,297 Attention to the barriers may start with developing targeted 
strategies to address each barrier in collaboration with other interested and 
empowered parties.  
The three major recommendations that emerged from the findings are as follows. 
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1. The strategies should address improvement of formal governance to improve 
health and nutrition outcomes. A need to integrate various aspects of 
governance and administrative structure across government agencies should be 
addressed in order to strengthen organisational capabilities to respond 
effectively to implementation of the policies including immediate financial 
viability issues. Not only should the governance provide platforms for 
interaction between different stakeholders, but also engagement in follow-up 
and review of government accountability and performance. This will be 
critical to ensure broad participation and inclusion of diverse perspectives, in 
particular building positive partnerships to allow greater access to resources 
that support implementation of the organizations internally and enhance the 
government accountability.  
To achieve this, initial attention should be directed towards conducting a 
current assessment of the implementation of food labelling and food 
advertising policies in Thailand, including stakeholders’ perceptions of these 
two policies and their implementation, as well as barriers to implementation. 
Data obtained from this process would help the Thai Government and 
responsible agencies, especially the health sector, to understand the situation 
these policies aim to change. 
Also, the government should prioritize the establishment of a particular 
department or agency (such as Thai FDA, the Ministry of Public Health) 
charged with the overall improvement in the governance related to health and 
nutrition. The role of the lead agency should include provision of advice on 
appropriate governance as well as a solid platform for informed discussion on 
the governance. It is also important to ensure the directors and senior 
executives of the government agencies recognize that good governance is 
critical to achieving the food labelling and food advertising policies’ goals and 
it is not just about compliance with legislation or regulation but also improving 
performance of the organization. This requires an integrated system that their 
organizations work in collaboration with others to complement one another, 
regardless of differences in structures or funding sources. 
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2. The strategies should focus on development and strengthening of government 
agency’s capacity for implementation. One challenge noted by participants is 
that the organizational culture and a lack of organizational ability to apply pre-
existing knowledge and skills to implementation make it more difficult to 
achieve the implementation as planned. Therefore, the strategies should 
address creation of cross-departmental/divisional/sectional mechanisms to help 
promote knowledge/skill-sharing, prevent duplication of effort between 
departments/divisions/sections, and promote a more integrated approach to 
implementing the policy. This may include sharing resources and training 
opportunities to enhance the capacity of government staff in implementing the 
policy. It may be useful to involve multilateral organizations in the 
mechanisms to support knowledge/skill exchange and capacity-building; many 
multilateral organizations (in particular UN agencies, programs and funds, and 
international NGOs) actively promote implementation of food and nutrition 
policy and program, and that can provide assistance to improve human, 
institutional and infrastructural capacity of the government agency for 
effective implementation.  
The development and strengthening of the agency’s capacity should start 
within the organization and with its staff responsible for the implementation of 
food labelling and food advertising policies. This capacity development will 
assist in developing a clear understanding of these policies amongst staff, and 
clarity regarding roles in implementation, prior to attempts to implement 
policy changes. For example, a formal collaborative arrangement such as 
development of a formal Memorandum of Understanding documenting the 
collaboration and commitments of government agencies is needed to enhance 
the organization collective quality and effectiveness in improving the 
implementation. Moreover, the organizations need to create a frequent and 
open dialogue between staff member and senior executives/directors to 
develop a culture where the staff feel valued and encouraged to share and gain 
the skills that are necessary to help them and others and the organization 
achieve the implementation. 
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3. The strategies should address the importance of government’s role in engaging 
civil society (CS) during the implementation process. It is essential to create an 
enabling environment for the CS stakeholders to dialogue with the government 
and contribute to policy outcomes. The government may first assess public 
participation mechanisms for the food labelling and food advertising policies 
already in place or to be put in place, including CS capacities to support the 
policy implementation and existing support (national and international) 
available to CS. This information will help the government understand where 
improvement is necessary and to maintain CS as an effective force to the 
government implementation. Establishing CS focal points can be useful to 
support CS dynamics to the implementation. 
There are a number of strengths and limitations with the research approach used in 
this study. A key strength of this study is that it captured the perspectives of a 
broad range of senior-level people from across multiple organizations involved in 
the implementation process of food labelling and advertising policies. The 
seniority of the participants and the diverse number of sectors, which were 
represented in the study, allowed for especially deep insights to be revealed. One 
particular limitation is that the findings are not meant to be generalized to a large 
population, but instead they represent a critical analysis of emerging themes 
regarding barriers and facilitators to the implementation process from the 
perspective of key decision-makers. The generalizability of the findings is 
primarily limited to food labelling and advertising policies. Nevertheless, some of 
the barriers and facilitators identified e.g. the ability of the private sector to 
influence the implementation of the policies, provide lessons that could be applied 
to other health policy areas in Thailand. Moreover, it would have been 
advantageous to have included a successfully implemented policy in this study to 
gain even more insights, particularly in relation to implementation facilitators. 
However, there was not a comparable food environment policy that had been 
successfully implemented available in Thailand. The results of the study were also 
dependent on the experiences of the participants selected and their own cognitive 
biases, frames and past experiences. The study made efforts to ensure that a 
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diverse set of interviewees were included in the study and that data saturation was 
reached. Many participants at executive and senior management level were 
selected. Therefore, the types of the participants especially on the seniority basis 
may have affected the type and quality of the collected information. It is possible 
that less senior participants may have provided different and/or deeper insights 
information into certain factors such as the public engagement with the study. 
Future research is needed to examine factors that influence the implementation of 
other food and nutrition policies using a similar approach, with particular attention 
given to themes identified in this study. The research can be also extended by 
applying this study to other examples of food labelling and food advertising 
policies in the future.  
Despite these limitations, this study generated new knowledge that can be used to 
improve the implementation process of food labelling and advertising policies in 
Thailand and in other countries with a similar context. Furthermore, this study can 
be used as an example for other food policy for NCD prevention, given that most 
perceived barriers and facilitators by key stakeholders were country-specific. 
 
5.6  Conclusion 
An important step in promoting the prevention and control of obesity and diet-
related NCDs is to understand how and why certain government nutrition policies 
have not been implemented as intended. This study found that to effectively 
implement food policy for NCD prevention in Thailand, special emphasis needs to 
be placed on building and strengthening organizational capacities especially in the 
government setting. The study also pointed to crucial infrastructure aspects that 
have great potential for impact on other factors to support or hinder 
implementation of the policy. The infrastructure should support a well-established 
monitoring and evaluation mechanism for implementation of government actions 
in relation to food and nutrition policies. It should also provide multi-sectoral 
platforms that bring together different stakeholders and strengthen their 
partnerships, and establish a mechanism for preventing political barriers, which 
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are likely to underlie some of the other barriers. These will be geared towards 
building ownership and empowering the stakeholders and enhance stakeholders’ 
accountability and transparency to improve their performance and policy 
outcomes.298 Implementation of nutrition policies in Thailand will require 
concerted efforts to overcome the implementation barriers while enhancing the 
implementation facilitators to ultimately further policy goals.  
 
5.7  Chapter summary 
This chapter presents the findings of Study 2. The findings show how and why the 
selected Thai government policies – a front-of-pack food labelling policy and a 
food advertising policy – were implemented unsuccessfully, and identify factors 
likely to have impeded and enabled their implementation. The study found 
numerous common and some unique barriers and facilitators to implementation of 
the two policies, as well as some overlap and variations. The perceived barriers 
and potential facilitators included policy characteristics, individual characteristics, 
intra-organisation characteristics to environmental factors. The study suggested 
particular attention towards improving the capacity and authority of government 
agencies, infrastructure to support multi-sectoral platforms and inter-
organisational networks, and adequate resources. The study’s findings represent 
valuable information for improving implementation of food and nutrition policies 
in Thailand. The conclusions and recommendations arising from the findings of 
the Studies 1 and 2 are discussed in the following chapters. 
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Chapter 6 Discussion 
 
6.1 Chapter overview 
This PhD project involved two critical studies designed to generate an assessment 
of the gaps in policy implementation relating to food environments in Thailand. In 
both studies, a mixed methods approach was used to assess the extent to which 
government policies to create healthy food environments to prevent obesity and 
diet-related NCDs in Thailand were implemented. More particularly, the studies 
identified barriers and potential facilitators of these policy implementations. The 
results of these studies were presented and discussed in the previous chapters. 
This chapter contains a discussion of the main findings of the studies – notably 
their immediate implications for policy development in Thailand and elsewhere. 
The findings are compared with those in the current literature and international 
experience, and the implications of the findings for government policy and 
practice and the main strengths and limitations of the project are discussed. 
Directions for future research are also highlighted in this chapter. 
 
6.2 Major findings 
This PhD project produced rich data from a systematic analysis of the 
implementation of government policies intended to create healthy food 
environments, and barriers and potential facilitators of implementation in the Thai 
context. The project revealed three main findings, which are discussed below. 
 
6.2.1 Methods and tools for assessing the extent of policy implementation 
The candidate reviewed and provided insights into existing experiences of 
methods and tools used to assess the extent of the implementation of government 
policies related to food environments. This helped inform the choice of methods 
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and tools for assessing the government performance on implementation of food 
environment policies in the Thai context. 
The review showed that there were no standard methods and tools used to measure 
implementation. However, a few tools were identified as high quality, providing 
starting points for scholars seeking to identify appropriate methods for use in 
national and local assessment of food environment policy implementation. The 
high-quality tools are the WHO Global Nutrition Policy Review questionnaire 
tool65 and the INFORMAS Healthy Food Environment Policy Index (Food-
EPI).64,93,94  
The WHO Global Nutrition Policy Review questionnaire was designed to track the 
progress of implementation of international commitments to address malnutrition, 
such as the Comprehensive Implementation Plan on Maternal, Infant and Young 
Child Nutrition299, which was endorsed by the 65th session of the World Health 
Assembly in May, 2012, and the political declaration adopted at the UN High-
level Meeting of the General Assembly on the Prevention and Control of Non-
communicable Diseases in September 2011.300 However, the only food 
environment-related targets being assessed are food labelling with nutritional 
information, promotion of healthy nutrition in the media, regulation of marketing 
of foods and non-alcoholic beverages to children, reduction in salt content of 
processed foods, interventions in the workplace, the increase in prices of foods 
with high fat, salt or sugar content, and measures to limit trans fatty acids in 
processed foods.  
Meanwhile, the Food-EPI was specifically developed to monitor and benchmark 
governments’ policies and actions for creating healthier food environments. It 
aimed to complement existing monitoring efforts of the WHO, such as the WHO’s 
Global Action Plan for the Prevention and Control of Non-Communicable 
Diseases (2013–2020)41 which still is limited to a broader set of ‘upstream’ 
indicators focusing on food environment policies.64 The Food-EPI assesses seven 
specific food environment policy domains (food composition, labelling, 
promotion, provision, retail, prices, trade), and six infrastructure support domains 
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(leadership, governance, funding and resources, monitoring and intelligence, 
platforms for interaction and health-in-all-policies). It has been adopted in the UK, 
Australia, Malaysia, Fiji, Chile, Mexico, Brazil and Guatemala.   
According to these findings, the Food-EPI was selected as the most appropriate 
tool to assess the extent of implementation of food environment policies and 
actions in Thailand. The findings of the assessment using the adapted Food-EPI 
are presented in the following section. 
 
6.2.2 Level of policy implementation and priority actions 
The findings of this project provide novel evidence about the progress the Thai 
Government has made in implementing policies to improve food environments in 
Thailand. This was achieved by adapting and using the Food-EPI tool and process, 
with state actors and non-state actors, to assess the level of implementation of 
priority Thai government policies and actions on food environments against 
international best practice, and to identify and prioritise key future actions.  
The project identified similarities and differences in the state and non-state actors’ 
perceived level of implementation, and several gaps in implementation. The actor 
groups agreed that government performance was better in the infrastructure 
domain than in the food policy domain. However, the state group was more 
positive about government implementation overall, giving higher scores across 
different individual domains than the non-state group.  
Thailand is lagging significantly behind other countries in implementation of some 
policies. This was especially apparent in the areas of reducing the marketing of 
unhealthy foods to children, using fiscal policies to support healthy food choices, 
and ensuring that food trade and investment agreements support public health 
nutrition.  
This project demonstrated the importance of the process of engaging different 
stakeholders – both cross-sectoral government and non-government actors – in an 
open and constructive dialogue in order to reach consensus on priority actions to 
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be implemented by the government and reconcile conflicts. This adapted Food-
EPI process helped incorporate nutritional points of view into the development of 
the priority nutrition policies for NCD prevention.301 The process also provided an 
opportunity and a mechanism to support WHO recommendations for 
implementing health in all policies and whole-of-government approaches for 
effective NCD prevention and control.41  
The action priorities identified in the project include normative functions of 
government, for example, setting food provision standards in schools, developing 
a nutrient profiling system and establishing a regulatory framework for food 
promotion by industry. These provide a strong foundation for implementing 
interventions such as food labelling, food provision, food promotion and food 
taxation. They are consistent with WHO recommendations that governments 
should consider implementing relevant evidence-guided strategies. Examples 
include the development of guidelines and standards to reduce levels of saturated 
fat, salt and sugar in food, reduce access to unhealthy foods, and promote healthy 
diets across the entire population.41 There is evidence showing that policies that 
mandate standards for foods and beverages sold in schools, and provide directives 
for school eating practices (including pricing, programming and advertising), 
improve students’ nutrition and health.302 Such standards also increase the 
consumption of fruit and vegetables.302,303 Similarly, the prohibition or restriction 
of unhealthy foods and beverages are associated with lower purchasing and 
consumption of these products and increased availability of healthier options.304-
307 
The policy priorities also called for strong, committed government leadership to 
limit intakes of salt, sugar, and saturated fat among the Thai population. Existing 
evidence clearly shows that the key factors for the success of these types of 
policies is high-level political commitment and good leadership, together with 
support from legislation and law enforcement, and a strong national alliance with 
non-state actors and civic groups.65  
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The stakeholders reflected the research evidence. They stressed the need for the 
Thai Government to formalise a process for regular monitoring and reporting on 
priority health information such as weight, height, waist circumference and blood 
pressure in various settings, especially educational institutions and other public 
settings. In Thailand, monitoring of the nutritional status of children in school and 
childcare settings308,309 and a national health survey (including anthropometric 
measurement) have been in place since 199119; continuity is critical, and the 
system should be expanded to other settings such as workplaces. This monitoring 
should include other relevant indicators of people’s food choices and diets (such 
as food prices, food portion sizes and distribution of food outlets) and policy 
response benchmarks and targets (such as design and content of policies, 
implementation status and governance, e.g. involvement of multi-sectoral 
stakeholders and funding allocation).65 A publicly accessible data reporting system 
is essential to ensure Thai policymakers are well informed and accountable to the 
Thai people.  
The findings of the present study are similar to those of studies in New Zealand310, 
the UK311 and Australia312 in terms of variation in the levels of implementation 
across different domains and indicators. Policy implementation in these countries 
varied from ‘high’ to ‘very little’ across the indicators. Over half (>50%) of all the 
indicators were rated as having ‘low’ or ‘very little, if any’ implementation. 
Similar to Thailand, the infrastructure indicators were seen to be better than the 
policy indicators. In particular, government performance with respect to the 
monitoring of NCD indicators and their risk factors, and/or on body mass index in 
all countries, was at the ‘high’ level. This may reflect a need for understanding the 
policies and improving and strengthening their implementation rather than a lack 
of infrastructure supports. However, it may also reflect that the countries are 
willing to create windows of opportunities by adopting policies but not convert 
them into meaningful action – further highlighting the profound challenges of 
implementation.  
Some priority recommendations proposed in this study are similar to those 
proposed for New Zealand, the UK and Australia. The governments of these 
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countries and of Thailand have identified priority areas, in particular food 
composition, food marketing and food prices. The immediate actions that 
government should take are to reduce salt, fat and sugar consumption through a 
clear set of targets/criteria for fat, sugar and sodium contents in certain foods or 
food groups that are major contributors to population intakes of these nutrients; 
restriction of unhealthy food marketing to children; and taxation of sugar-
sweetened beverages through an excise tax. These priority recommendations are 
supported by strong research evidence of their effectiveness in preventing and 
controlling obesity and NCDs. They have also been identified as cost-effective 
interventions to tackle NCD risk factors (implementation costs are below US$0.50 
per capita) and highly feasible in within-health system constraints.313 However, 
some differences among the countries were observed, especially recommendations 
on infrastructure support. While other countries recommended improving or 
establishing monitoring system of food environments, Thailand focused on 
improving the existing monitoring system for health and nutrition status in public 
and private settings. Moreover, action to ensure sufficient funding for policies and 
programs was indicated as top priority in other countries, but not in Thailand. 
Although the Thai Government was perceived to have good performance in 
budget allocation for nutrition promotion, the government should consider a 
process or mechanism to ensure financial resources are available for the full 
implementation of the policies, especially within the constraints of its financial 
capability as dictated by economic conditions, or when nutrition is not given the 
highest priority.41,65   
Previous research on obesity and NCD-related policies has shown that 
implementation of food policies and programs related to food environments is an 
increasing concern, but is still insufficient.65,107 The present study showed some 
areas of strength in regards to implementation of priority policies and 
implementation gaps similar to earlier studies in some countries.49,65,88,96,107 For 
example, policies relating to providing information to individuals, through dietary 
guidelines, food labelling and promotion of healthy eating in schools, were 
policies reported as implemented by governments in several countries across 
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different world regions.49,65,91,113,115 Consistent with a nine-country European 
study that asked stakeholders to compare the performance of several policy 
options for addressing obesity314, the results showed that of the options relating to 
the food environment, nutritional labelling and provision of healthy foods in 
public institutions rated highly, whereas subsidies/taxes were not supported.  
Specifically, many countries reported facing difficulties in implementing actions 
to restrict unhealthy food marketing to children and increase taxes on unhealthy 
foods and beverages, despite increased demands from governments and other 
stakeholders for these actions. For example, in Brazil, a regulation about food 
advertising to children through any medium (including TV, radio, internet, 
smartphone apps), proposed in 2005, was only endorsed in 2014, after long 
political and industry opposition.88 Moreover, despite being introduced, in practice 
there are many difficulties in fully implementing this regulation.49 In Australia, the 
communications regulator decided against imposing any restrictions on food 
television advertising to children, citing a lack of clarity of evidence to link food 
television advertising and obesity and undue high costs to industry.88 The federal 
government has shown no commitment to enacting restrictions.130 Denmark, 
Finland and the USA failed to implement health-related food taxes to promote 
healthy diets as intended.49 Denmark introduced a fat tax in 2011 but abolished it 
in 2013, citing too many negative side effects on businesses. Finland imposed an 
excise tax on confectionery in 2011, but the tax on candy and ice cream was 
removed in January 2017 after the European Commission ruled that the tax broke 
business competition rules. USA (Pennsylvania) applied tax to all sugary and diet 
beverages in January 2017, but due to a pending appeal from industry and 
businesses the tax revenue cannot be spent until the appeal is heard.      
Overall, this study showed some areas of strength in Thai policy implementations 
that meet international best practice benchmarks, mirroring progress in some other 
middle and high-income countries. The study identified areas of concern and the 
implementation gaps that require more efforts from the Thai government and other 
stakeholders. It also produced recommendations for priority areas. The study 
highlighted the need to create a platform for interactive dialogue between 
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stakeholders to enable shared understanding of their institutional mandates and 
views of government actions. This facilitates greater collaboration between 
stakeholders operating within and across sectors.  
 
6.2.3 Barriers and potential facilitators to implementation  
The assessment of the implementation of priority policies and infrastructure 
support in the previous section identified existing and possible policies relating to 
food environments in Thailand. Some policies were found to be successfully 
implemented, while others failed to be implemented as intended. It is common in 
all countries that some policy issues successfully get on the policy agenda while 
some may be rejected. Many public policies remain merely symbolic statements 
and are never really implemented.315 Even if a policy that is evidence-informed 
and comprehensive is implemented, it will not necessarily delivered a desired 
outcome (s) if the process and/or people associated with its administration, 
implementation and enforcement are flawed.145,316,317 Prior to this research, there 
was no clear understanding of how and why some priority policies on food 
environments failed to be successfully implemented in Thailand. The government 
and other stakeholders needed insights into what constituted success and failure of 
implementation in order to overcome barriers and take advantage of potential 
facilitators during the implementation process. This project aimed to provide such 
insights. 
This study used the stakeholder meeting (part of the adapted Food-EPI process) as 
a platform to select priority policies for analysis. The stakeholders prioritised the 
front-of-pack food labelling policy to promote pre-packaged snack products that 
contained 25% less sugar, fat and sodium (25% SFS) than the original products, 
and restricting the frequency of radio and television advertisements (RTA) for 
food and beverages targeting children. Ideally, the stakeholders would also have 
selected a successfully implemented food environment policy to give a contrast; 
however, there was no example of a successfully implemented food environment 
policy in Thailand. It is for this reason that this study aimed to identify barriers 
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and potential facilitators to the implementation of these policies, with a view to 
providing insights to inform future nutrition policy implementation in Thailand. 
This analysis was based on the conceptual framework that was developed from the 
international literature (Chapter 2) and then used as a lens for analysing the 
implementation process of the 25% SFS and RTA policies.  
The findings reflected this conceptual framework in terms of the identified multi-
level barriers and facilitators seen in the implementation of the 25% SFS and RTA 
policies, and revealed some commonalities between the policies. The findings are 
consistent with the reviewed theories, models and frameworks (Chapter 2). 
Factors consistent with the Ecological Framework adapted by Durlak and 
DuPre206 were suggested by participants as major barriers to the implementation of 
the 25% SFS and RTA policies, specifically organisational capacity (e.g. 
knowledge and skills of the organisation, funding, organisational structure), 
politics, and information and research. This framework explained the way policy 
implementation is influenced by an interaction between factors at several levels, 
especially contextual factors such as organisational characteristics and 
environmental influences. The findings also support the top-down implementation 
model, in which policies are set at higher levels and are then delivered to 
subordinate levels for implementation189, and as such, implementation is often 
influenced by the high-ranking administrator group and the structures and culture 
of the policy and implementation agencies. These elements of the bureaucratic 
system were identified in this study as major barriers to implementation. In 
addition, the influence of various stakeholders and the interplay between 
competing interests, which lead to differing policy priorities, are widely 
recognised in policymaking theory and practice.145,318 Changes in policy priorities 
and the influence of the food industry on the government were seen as additional 
barriers to implementation. 
The findings are similar to those reported in previous studies. For example, the 
role of evidence demonstrating the efficacy of regulatory interventions related to 
food environments was identified as crucial.67,130,133 One study suggested that 
monitoring and evaluating data was important to track and identify gaps in 
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government performance to improve food environments, including each 
stakeholder’s compliance with implementing government policies and practices.67 
The findings also correspond to the finding in much of the literature that food 
industry influence is problematic in food regulatory interventions for obesity 
prevention, including food labelling policy and food marketing regulation. For 
example, some Australian studies identified ‘food industry power’ as a substantial 
barrier to food regulation.130,289,319 The industry’s power stems from its economic 
importance, good access to policy elites, reach into food systems, and pre-emptive 
adoption of self-regulation.319 In Australia, the food and beverage, grocery and 
fresh produce industry represents 30% of total manufacturing turnover320, and this 
gives it great political leverage.130 The food industry can influence policy 
implementation in various ways, including pressure on the government with 
regard to regulation and marketing strategies (indicative of their ability to get 
around any proposed regulation).132 As such, some barriers identified in this study, 
such as political imperatives to suspend implementation and changes in policy 
priorities, stem from industry power that has powerfully shaped political 
processes.319 
Some barriers and potential facilitators in the study are recognised as important in 
other obesity-related studies. This has been observed in both high-income 
countries and low- and middle-income countries.129,321-333 For example, a study of 
barriers and facilitators to local government policy change for healthy eating and 
physical activity in Australia129 identified similar factors to those identified in this 
study. Factors most likely to facilitate policy change were sufficient funding, 
evidence of local problems, and effectiveness research to support policy change, 
while barriers to change included a perceived or real lack of authority or power to 
make change and the complexity of policy. Another study that analysed enablers 
and barriers to the introduction of state policy for obesity prevention in USA334 
found that support from government, especially senior legislators, and strong 
networks with key players including parents, physicians, and schools were 
perceived as enablers to the enactment of legislation. Noteworthy barriers included 
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the influence of the food industry on enactment through lobbying and promoting 
misconceptions about the legislation.  
Overall, the findings demonstrated the complexity of food environment policies, 
in particular the 25% SFS and RTA policies. The research identified a broad range 
of influences (policy characteristics, policy actors, organisational characteristics 
and environmental factors) affecting the implementation of these policies. This is 
consistent with previous research on food labelling policy and food advertising 
regulation, as well as other research on obesity prevention. The conceptual 
framework used to guide this analysis offers several insights into understanding 
and clarifying the barriers and potential facilitators to implementation, and how 
they might be used to improve the implementation process of food labelling and 
advertising policies and policies in other aspects of food environment in future. 
 
6.3 Implications for policy and practice 
This section presents the major implications of the key findings of the candidate’s 
research with respect to policy and practice, and includes suggestions for how this 
work can be taken forward. 
 
6.3.1 Implications for policy 
From the study findings, several implications for policy concerning the healthiness 
of food environments to prevent obesity and diet-related NCDs are evident: 
 Monitoring and feedback mechanisms should be an integral part of 
government policy. 
The study identified poor government implementation in several policy domains. 
No policies had been implemented at a high level. The stakeholders recommended 
a consensus set of priorities to improve the government’s policy implementation; 
however, a key challenge is to find ways to accelerate policy implementation and 
to boost government responsiveness to the recommended priorities. Therefore, the 
215 
candidate recommends that government monitoring and feedback mechanisms 
should be integrated into all nutrition policies and strategies. Monitoring results 
and providing feedback enable continuous updates on policy implementation 
progress, the implementation gaps and priority actions for governments and other 
stakeholders. This will stimulate them to be accountable for implementing policy 
commitments and the recommendations.335 This can be achieved through multi-
sectoral collaboration. For example, with technical support from academic 
institutes, the mechanisms can be designed and operated to provide evidence to 
support policy implementation, such as data on the extent of government 
implementation, impacts on food environments, and consumption and health 
outcomes in the population. Meanwhile, the feedback process should be designed 
in such a way that it ensures the results and learning from the monitoring are 
communicated to all relevant stakeholders as well as being incorporated in the 
policymaking decision process. Involvement of civil society organisations in the 
mechanisms should also be addressed in the nutrition policies and strategies. Civil 
society organisations can act as internal watchdogs that independently review 
government actions, as well as put social and political pressure on the government 
to fulfil its commitments.336 
 
 Policies, across sectors and at all levels, should support creation of healthy 
food environments. 
The study findings identified various groups of stakeholders, across sectors (health 
and non-health, and government and non-government) and at different levels 
(from national to local) involved in the implementation of food environment 
policies in Thailand. This suggested that improving healthy food environments to 
promote healthy diets and improve nutrition requires actions at many and different 
levels, with involvement of all sectors. However, nutrition is typically viewed as a 
technical sector and as a subsector of the health sector in Thailand, and hence all 
nutrition-related actions are the responsibility of the Ministry of Public Health. It 
is important that the government shifts its thinking from associating nutrition and 
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health with illness and hospitals to the contribution of nutrition to Thai society and 
the people’s health. The prerequisites and prospects for promoting nutrition and 
health cannot be ensured by the health sector alone, but should be shaped by all 
sectors and departments such as agriculture, industry, commerce and finance as 
well as health. The Ministry needs to set up multi-sectoral and multi-stakeholder 
dialogues to help educate and raise concerns about nutrition-related issues in non-
health sectors.  
 
 Policies should allow flexibility for implementation at different levels and by 
multiple sectors and stakeholders.  
The study highlights policy characteristics as one of the major barriers to 
implementation. The policies were perceived as difficult to understand, hard to 
adapt to the context of the policy implementers, and as having unclear 
implementation plans. This hinders successful policy implementation. While 
government policies should be written for application to a wide variety of 
implementation contexts, policy language, including implementation plans, should 
remain flexible enough to accommodate diversity among the responsible 
government agencies and other stakeholders. To achieve this, it is essential to 
involve the implementers and other relevant stakeholders at the earliest possible 
stage of policy development.42 This will not only help to get the policy right and 
work in practice, but will provide an outline of implementation options and the 
barriers to implementation. It is also important to create communication channels 
(e.g. regular meetings, teleconferences or Facebook messaging) to disseminate 
knowledge, gain feedback, and prompt advice between policy and implementation 
agencies.  
 
 Increased funding, while helpful, is not the only key to success.  
The study findings indicated that successful implementation of the government 
policies requires both financial and non-financial support. The government 
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requires professional skill and competency as well as time, leadership and 
personal inspiration and motivation. These resources must be available throughout 
the operation of the policy, from policy formulation to policy monitoring and 
evaluation, not only at the implementation stage,337 to ensure the policy is carried 
out according to plan. Policy agencies, together with the implementation agencies, 
should regularly review and adjust the required and available resources and skills 
before and during the implementation. There needs to be clear identification of the 
types of skills and resources needed during the different stages of implementation 
and how they can be best integrated and utilised by the agencies and their staff. 
Assessment of training needs is an important consideration to ensure that the 
required capabilities and skill sets are available when they are required during 
policy implementation.  
 
 
6.3.2 Implications for practice 
The study findings drew the following implications for practice: 
 Rely on effective decision-making that is based on information and evidence. 
The findings of this project will allow Thai policymakers, public health 
practitioners and experts from health and non-health sectors to design more 
effective implementations, tools and actions. For example, Study 1 indicated poor 
government progress in promoting healthy food choices in public and private 
settings, as perceived by non-state actors who play a vital role in facilitating the 
implementation in such settings. This information should be used to inform the 
policy agencies – in this case, the Department of Health – about the views of the 
non-governmental stakeholders towards the government actions. Further 
consultation with non-governmental stakeholders is required to discuss ways to 
improve government action. 
 
 Focus on what is really important.  
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This study offers a comprehensive set of priorities and recommendations for 
improving policy implementation that governments and other stakeholders can 
follow. It is important that the government supports the implementation of the 
recommendations of Study 1, and addresses all the challenges for the 
implementation identified in Study 2 in its policy and operational agenda. The 
government should develop evidence-informed guidance, policy implementation 
tools and coordination platforms to build and strengthen technical and non-
technical capacities among the policy and implementation agencies. It can take 
into consideration existing practical guidelines and tools such as WHO evidence-
informed guidelines in Nutrition for Health and Development,338 and WHO tools 
for policy implementation steps.339 Embedding the priorities and recommendations 
within existing systems, for example, inclusion of actions on provision and sale of 
healthy foods and drinks in hospitals and other public settings into an annual 
Department of Health action plan, will maximise effectiveness.  
 
 Disseminate information directly to end users.  
Policymakers, practitioners, local governments, academia and civil society need 
information to support their actions; different stakeholders have different 
information needs because they make decisions at different levels.340 The findings 
of this study have already been used as an input for a consultative meeting on 
nutrition policy planning for the Department of Health; however, only government 
officials and experts from health sector were invited to the consultation. Therefore, 
it is important to ensure the findings are publicly accessible by all stakeholders, 
including the general public, using a wide variety of channels. In particular, 
practical strategies to communicate the study findings to appropriate audiences 
(e.g. policy agencies, implementing agencies and NGOs) need to be created. This 
will enable them to understand the situation, including better ways to work with 
government. Experts in communication and journalism should be involved during 
the dissemination process to help create the most effective strategies. 
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 Monitor and evaluate policy implementation.  
This study provides baseline assessment data on the Thai Government’s 
implementation of food environment policies for obesity and diet-related NCD 
prevention. This data is essential, but not sufficient for policy implementation. The 
government also requires data from regular monitoring and evaluation of policy 
activities to ensure that implementation remains focused on the ultimate goal of 
ensuring the improvement of food environments and the consumption of healthier 
foods and beverages in the general population. This is an essential process for 
enhancing government accountability in improving the healthiness of food 
environments.67 The candidate recommends that a follow-up assessment of 
implementation progress should be made against baseline assessment data (from 
this study), using the monitoring framework developed in this study. New policies 
will need to be assessed against international best practice in the follow-up 
assessment. 
 
 Facilitate multisectoral collaboration 
Although the findings of this study drew a number of recommendations for policy 
and practice, the Thai Government may face challenge in implementing the  
recommendations due to the existence of resource contraints that were identified 
in this study as one of the major barriers to implementation in Thailand. Food and 
nutrition-related policy is a shared responsibility, and therefore, multisectoral 
collaboration and at different levels of government (from national to local) is 
important to pool and share resources as well as knowledge and technology to 
support the implementation.41 This type of collaboration would assist the 
implementers to increase their access to available resources, use limited resources 
more efficiently, and enhance their accountability to implementation. In Thailand, 
responsibilities for food and nutrition policy are spread over different levels of 
government (e.g. Ministry of Public Health, Ministry of Agriculture and 
Cooperatives, Ministry of Commerce, Ministry of Industry and Ministry of 
Finance and Local Administrative Organization). To make it possible for this to 
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happen, it is important to have national multi-agency coordination mechanism. All 
the other stakeholders should be involved as partners in the policy and activity to 
increase the potential for better results. The development of multisectoral 
institutional capacity, both in governmental and nongovernmental spheres, is key 
to creating healthy food and nutrition, and can only be delivered by a sufficient 
national political commitment. A lead agency within government or the possible 
establishment of a new agency such as a food ministry should be identified to 
guide the national food and nutrition policy effort.  
 
6.4 Strengths and limitations of the project 
The strengths of this project are its novel contributions to the literature and to the 
practice of nutrition and public health. In Thailand, there is a lack of data to 
support improvement of government policy implementation for preventing 
overweight and obesity and diet-related NCDs. This project makes a novel 
contribution to filling this critical gap by providing valuable new insights for 
informing policy processes and outcomes for tackling dietary imbalances in Thai 
people. The project also provides a valuable addition to the existing literature on 
government progress in tackling environmental influences to improve populations’ 
diets. The project provides a mechanism for stakeholder engagement with 
government officials and non-government experts to open the conversation about 
their experiences and views on government policies and actions, and to fine-tune 
policy solutions for the Thai Government. Involvement of these stakeholder 
groups, especially policymakers and stakeholders with sufficient seniority and 
power to make decisions and recommendations, is necessary to ensure 
participation by all relevant stakeholders in future policy implementation.  
Another strength is that this project incorporated the philosophical and 
methodological perspectives. It is vital to develop research approach relying on 
philosophical foundations in ensuring choices that are applied to the purpose, 
design, methodology and methods of the research are appropriately and 
meaningfully chosen.341 The project engaged the ontological and epistemological 
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perspectives in developing research approach and designing methods. Both 
perspectives are commonly used to strengthen and improve quality of social and 
related research including policy area. The two perspectives acted as the 
foundations of the project approach and informed the most appropriate paradigm 
that the project belonged to, that is, Interpetivism. The interpetive paradigm 
suggested the methods (case study, interviews and document review), that helped 
facilitate understanding of how and why, including enabling cross-case 
comparisons and understanding complex phenomena in implementing policy. 
The project has some limitations. The study focused on assessing the processes 
involved in the implementation of the government’s policies on food 
environments. It did not assess the implementation efforts of non-government 
actors and organisations that play a vital role in either supporting or distorting the 
implementation of policies directed at obesity and diet-related NCDs.41 Moreover, 
this project was focused on the implementation stage of the policy cycle, and 
therefore, the explanatory power of the study findings is limited to the 
implementation phase only. With the specific focus on implementation it may also 
lead to understating the barriers and facilitators that actually occurred in this study 
because of the interplay between policy formulation and policy implementation. 
There might be some underlying factors that hinder or facilitate implementation 
which can be found in the policy formulation stage. 
There were also some methodological limitations to the studies. In Study 1, the 
assessment of the implementation level of food policy indicators and infrastructure 
support relied on the subjective judgment of government and non-governmental 
stakeholders with different areas of expertise and past experience. The respondents 
may have used different frames of reference in responding to certain items, which 
may have given a false sense of certainty about the implementation level of certain 
indicators (however, the tool used in this study was validated by experts and had 
good inter and intra-rater reliabilities). Furthermore, the study did not include 
indicators on food security and breastfeeding-related policies and food systems 
that play a vital role in prevention and control of NCDs.41 This suggests that other 
metrics for assessing implementation of these specific policy areas may be 
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required, such as development of the existing Food-EPI tool to capture broader 
aspects of food environments. However, the existing Food-EPI tool and process 
have been used in several countries, both low and middle-income, as part of 
INFORMAS, based on global expertise in the area of food policy and obesity. 
The limitations of Study 2 include the case study design, which emphasises 
flexibility in the process of conducting research and does not aim at statistical 
generalisability. Although the case study approach is flexible in regard to data 
selection, methods of data collection and analysis,342-344 these are also the very 
aspects that have been criticized for lack of rigour. In particular, participant 
recruitment relied on purposive and snowball methods rather than random or 
systematic sampling, which strengthen the reliability and objectivity of much 
survey and experimental research.345 (However, the methods of the case study 
research cannot be compared directly with survey or experimental research, as 
they utilise a different paradigm – a qualitative rather than a quantitative 
approach.) Because this study focused on a single case, there is limited ability to 
generalise the study findings; however, this does not prevent the learning from this 
particular case being transferred to similar situations or applied to other 
contexts.346 Finally, as the researcher is a primary instrument of data collection 
and analysis in case study research,236 this study may have been biased by the 
implementation experiences of the candidate. Nevertheless, the background of the 
candidate as a researcher on food policy and systems, and her experience in 
conducting qualitative research using interviewing methods, were advantageous to 
the performance of this study.  
Overall, the research design was appropriate to analysis of implementation of 
government policies on food environments in Thailand because it allowed an 
assessment of policy implementation by state and non-state actors, and an 
investigation of the phenomenon, the case and its context related to policy 
implementation. The study provides an evidence-informed foundation to enable 
larger future studies or studies in other contexts to apply or advance the study 
methodology. 
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6.5 Directions for future research 
Although the present research generated important evidence on government 
performance in response to an increase in obesity and NCDs in Thailand, the 
findings raise several questions that warrant further attention. 
 Research to fill the gaps in the study findings 
The study findings provide clarity and direction for improving government 
implementation of food environment policies in Thailand, but there remains scope 
for refinement. The focus of this project was specific to the implementation stage 
of the policy cycle; there was minimal examination of factors influencing the 
implementation process. Other policy stages can have major impact on policy 
implementation,151 so future research should address other policy stages, including 
agenda setting and policy formulation58, in regard to food environment policies in 
Thailand. Moreover, information about food environment characteristics will be 
useful to support the implementation of the recommended policies. Therefore, 
future research should examine food environments in priority areas. 
 
 Research to follow on from the study findings 
Food environment and policy implementation are promising areas for future 
research. Ever-changing political and economic environments make the food 
environment more complex, and therefore create more challenges for the 
government and other stakeholders in tackling obesity and diet-related NCDs in 
Thai people. Delivering timely and relevant information to the stakeholders, in 
response to complex and challenging food environments, is needed to enable 
practical decision-making. Furthermore, the gap between what the government 
knows can optimise nutrition and health outcomes and actual government practice 
remains a major challenge for tackling obesity and diet-related NCDs. Policy 
implementation research will close this gap by providing an understanding of how 
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and why policies succeed or fail, especially barriers to, and the enablers of, policy 
implementation.   
This project examined the views of key stakeholders about the extent of policy 
implementation by the Thai Governement. However, due to resource and time 
constraints it was unable to produce an in-depth understanding of the importance 
and influence of the stakeholders on policies and their implementation. References 
to stakeholders and the use of stakeholder analysis as a tool have become 
increasingly popular in the fields of public health policy and program. In Thailand, 
stakeholder analysis has been widely used in various fields, especially health care 
policy347,348 and environmental policy,349,350 in order to help understand how 
policy was developed and to assess the feasibility of future directions, and also to 
facilitate the implementation of the policy and programs. However, this has rarely 
been undertaken in the field of food and nutrition. Stakeholder analysis is often 
conducted in high-income countries such as the UK351,352, Latvia353 and other 
European countries.314 There is a need for further research that generates 
knowledge about the stakeholders – the individuals and organisations involved in 
the food and nutrition policy process – so as to understand their behaviours, 
intentions, interests, power, interrelations with others, and strategic alliances. It is 
also important for assessing the influence and resources the stakeholders bring to 
bear on decision-making and the implementation process of food and nutrition 
policies in Thailand. 
The findings of this project relate to diverse food environment aspects, and to 
varying policy contexts, from national to sub-national. However, there is an 
opportunity to investigate whether or not these findings are also applicable to local 
areas (e.g. district and community) or other country contexts. The perceptions of 
stakeholders about local governments’ progress in creating food environments, 
including factors influencing local government policy implementation, may differ 
from those associated with national policies.  
 
 Research to support the implications for policy 
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This study focused on policy implementation; however, the policy implementation 
cannot be separated from consideration using evidence on the agenda setting and 
policy formulation. This is because effective implementation requires main 
ingredients such as clearly specified tasks and objectives that accurately reflect the 
intent of policy; a plan that can allocate tasks and performance standards to 
stakeholders towards achieving the policy’s objectives and goals; and an objective 
means of implementing the policy including measuring stakeholder 
performance.189 
Research that examines the effectiveness of implementation planning and 
strategies will be useful. When implementing a policy at any level, governments 
face decisions as to what strategies to adopt in order to achieve their policy 
objectives and implementation plans. Therefore, governments need research 
evidence to enable policy agencies and implementation agencies to make better 
informed decisions in response to their contexts, especially in resource-
constrained settings, and to ensure value for money. To date this strategic 
information is poorly documented in Thailand, and accordingly further research in 
this area should be conducted.  
Although increasing emphasis on evidence-informed decision-making by donors 
and national policymakers is welcomed and strongly endorsed, as stated in the 
most recently national health development plan,8 Thai stakeholders seem unable to 
equip themselves to better support this evidence-based process. The process of 
knowledge transfer in support of evidence-based nutrition policies and 
implementation in Thailand is poorly understood. Therefore, the government 
needs research that assesses the existing mechanisms and develops appropriate 
approaches to support evidence-based policy. This will give the policymakers and 
stakeholders high-quality research for decision-making and the tools to use it 
systematically and transparently. 
The government should review the national monitoring systems being put in place 
such as national health surveys in Thailand for opportunities to apply or integrate 
monitoring for food environment policies. An integrated monitoring system will 
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help generate better, more accessible, consistent and timely data that provides a 
foundation for advocacy, policy development and government action for healthier 
food environments. This needs to be supported by systematic and 
multidisciplinary research. The scaling up and institutionalising of the monitoring 
system within a national mechanism is a complex task. International experiences 
on scaling-up shows that unless a new method is introduced in a systematic and 
strategic way, results are not likely to be positive or sustainable.354 Therefore, 
prospective implementation research is needed that systematically documents 
strategies for scaling-up and institutionalising proven monitoring systems through 
describing organisational-level modifications (e.g. training, monitoring and 
evaluation of implementation of the integrated system, policy adjustment, 
budgetary reallocations, etc.), and addressing the concerns of stakeholders.  
 
6.6 Chapter summary 
This chapter presents a synthesis and discussion of the findings of the research 
project. Firstly, the chapter describes three main findings: appropriate methods 
and tools for assessing the extent of policy implementation in the Thai context; the 
level of policy implementation and consensus-based priority actions, from the 
views of the state and non-state actors; and the barriers and potential facilitators to 
implementation. Secondly, the findings are contrasted with those in the current 
literature and international experience. Thirdly, the implications for policy and 
practice drawn from the findings are highlighted, especially in areas of 
government accountability, multi-sectoral policy, policy design, resources, 
evidence-based policy, research dissemination, and monitoring and evaluation. 
Fourthly, the main strengths and limitations of the project are discussed. Finally, 
future research directions are outlined. The following chapter concludes the thesis. 
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Chapter 7 Conclusions and 
Recommendations 
 
Thailand is experiencing increasing prevalence of obesity and diet-related NCDs. 
The government has pledged to reduce the prevalence of NCDs in line with 
resolutions of the United Nations General Assembly and World Health Assembly. 
Though NCD commitments have been translated into national policies and 
actions, the level and effectiveness of implementation of policies specifically 
addressing obesity and diet-related NCDs are low. Implementation is complex and 
involves multiple stakeholders with interests that are sometimes in conflict with 
policy goals, in particular the food industry. Successful implementation requires 
effective inter-sectoral actions for health across the health sector, and across 
ministries, academia, civil society organisations and the general public. The 
multidimensional and multilevel determinants of obesity and food-related NCD 
are complex, and addressing them requires leadership and implementation 
capacities, guided by evidence.     
The Thai people continue to struggle with changing food environments that 
increasingly promote a high-energy intake, and the results for health, in terms of 
overweight and obesity and diet-related NCDs, are unambiguously negative. In 
Thailand, the existing approaches to prevention of obesity and diet-related NCDs 
are mainly educational and behavioural. Before this PhD project, there was no 
clear evidence on how much progress the Thai Government had made in 
improving food environments, or what actions should be prioritised to effectively 
tackle unhealthy food environments to prevent obesity and diet-related NCDs.  
To fill these gaps the research question addressed in this PhD project was: ‘how 
can Thailand enhance the implementation of government policies and actions to 
create healthy food environments for preventing obesity and diet-related NCDs?’ 
A mixed methods approach was deployed in order to achieve the project aim, 
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which was to analyse the implementation of government policies and actions to 
create healthy food environments for preventing obesity and diet-related NCDs in 
Thailand, and barriers and potential facilitators to implementation.  
The project makes novel contributions to the food policy literature and to the 
practice of nutrition and public health in Thailand. It provides an understanding of 
the processes of government implementation of food environment policies from 
the views of both state and non-state actors, including barriers and potential 
facilitators to implementation. The findings of the project equip the Thai 
Government to improve and sustain future nutrition policy for obesity and diet-
related NCD prevention.  
The project provides evidence about the level of policy implementation across 
different domains and two actor groups, the implementation gaps and the priority 
actions for government. The project also advances the traditional Food-EPI 
process by involving the state actors in an assessment process and creating a 
consensus process between the two actor groups to reach agreement on a set of the 
priority actions. Moreover, the research identified the barriers and potential 
facilitators to the implementation of two policies (restriction of radio and 
television advertising of unhealthy food targeting children, and a voluntary front-
of-pack nutrition labelling policy for products that had reduced their sugar, fat 
and/or sodium content by at least 25%) to gain unique insights into the 
implementation process.  
The outcomes include 11 actions, agreed upon by both state and non-state actor 
groups that will be presented to the Thai Government. The consensus actions are:  
 setting standards for food and beverage products provided and sold in 
schools and childcare centres, with efficient quality control and monitoring 
systems of food and beverage management complying with the required 
standards; 
 promoting provision and sale of healthy foods and drinks in hospitals and 
other public settings; 
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 expanding the display of ingredient lists and nutrient facts to more 
foods/food groups, particularly those containing high sugar, saturated fat 
and salt, and request manufacturers to display these details;  
 developing and improving a current nutrition information system to be 
understood easily and clearly by the public and be evidence-informed; 
 developing a Thai nutrient profiling system and display of label according 
to a certain nutrient profile;  
 clearly determining required advertising standards for health and nutrition 
claims;  
 clearly indicating a required content of saturated fat, sugar and sodium 
added to major food sources of these nutrients, that the content should be 
appropriate for people’s daily lifestyle; 
 clearly specifying a marketing framework for foods and beverages, 
particularly promotional strategies;  
 strongly committing to set the government’s clearly defined goal in 
limiting intake of salt, sugar and saturated fat among the Thai population 
by making use of 6:6:1 consumption criteria, meaning that a person is 
suggested not to consume more than 6 teaspoons of saturated fat, 6 
teaspoons of sugar and 1 teaspoon of salt per day; 
 requesting all educational institutions and other public settings to produce 
primary health information, such as weight, waist circumference and blood 
pressure, of their related people and make follow-up actions on update of 
such information; and 
 clearly and carefully identifying specific messages on the legal 
authorization of the Thai Government according to terms and conditions of 
the international trade and investment agreement to prevent NCD and 
promote the well-being of Thai people 
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The project highlights the major barriers and potential facilitators to 
implementation across different levels – individual, intra-organisational and 
environmental. It suggests that the implementation of the food labelling policy and 
food advertising regulation in Thailand can be improved if the identified barriers 
are addressed in government’s policy development and implementation strategies 
and plans.  
The findings of this PhD project are context specific, and may have different 
implications in other countries. However, the project offers some broadly 
applicable ideas about ways to enhance in-depth understanding of government 
performance in implementing nutritional policies for obesity and NCD prevention. 
This research provides a starting point for implementing or advancing it in other 
different countries or contexts.  
Recommendations 
The project has major implications for improving the Thai Government’s 
performance in policy implementation. It recommends:  
 inclusion of monitoring and feedback mechanisms in government policy; 
 development and improvement of food environment policy across different 
sectors; 
 policy design that allows flexibility for implementation at different levels 
and by multiple sectors and stakeholders; and  
 provision of both financial and non-financial support to policy 
implementation.  
Meanwhile, the implications for practice are that policymakers and health 
professionals should:  
 rely on evidence-based decision-making; 
 focus on priority actions and recommendations; 
 disseminate information directly to end users;  
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 monitor and evaluate policy implementation; and 
 facilitate multisectoral collaboration. 
These implications for policy and practice need to go hand in hand with the need 
for further research to generate evidence to inform appropriate design, 
development and implementation of future food and nutrition policies. 
Particularly, researchers are urged to undertake: 
 analysis of other policy stages (e.g. agenda setting and policy formulation) 
of food environment policies; 
 stakeholder analysis for understanding their strengths and limitations, 
power and positions, and for identifying opportunities for influencing 
policy and actions;  
 assessment of the effectiveness of policy implementation strategies;  
 analysis of existing monitoring systems and opportunities to apply or 
integrate monitoring of food environment policies into the existing system; 
and  
 analysis of effective mechanisms for building capacity of Thai 
policymakers and stakeholders to support evidence-based policy processes. 
In conclusion, the findings from this PhD project provide insights that contribute 
to a better understanding of the extent of implementation of the Thai 
Government’s food environment policies and the barriers and potential facilitators 
to implementation. The project finds that implementing best practice policies is 
necessary, but the availability and adequacy of infrastructure to support their 
implementation is crucial. The government must consider new ways to influence 
implementation outcomes and achieve agreed goals. The project provides a set of 
practical recommendations for enhancing government policy implementation to 
improve food environments for preventing overweight and obesity and diet-related 
NCDs in Thailand. It is also vital that policy and practice directions for the future 
should be thoroughly researched, deliberated and proposed.    
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Appendix 2 Verified Thai Government 
Evidence on Food Policies 
 
1. Food Composition There are government systems implemented to ensure 
that, where practicable, processed foods minimize the energy density and the 
nutrients of concern (salt, fat, saturated fat, trans fat, added sugar).  
Indicators Thai government evidence (updated on 20th October 2015) 
COMP1: Food 
composition 
targets/standards 
have been 
established by 
the government 
for the content 
of the nutrients 
of concern in 
certain foods or 
food groups if 
they are major 
contributors to 
population 
intakes of these 
nutrients of 
concern (trans 
fats, salt and 
added sugars in 
processed foods, 
and saturated fat 
in commercial 
frying fats).  
 
Notification of the Food and Drug Administration Office (No.286). Re: Milk and 
infant formula milk for babies and toddlers (No. 2) and (No.287) B.E. 2547 (2004). 
Re: Milk and infant formula milk for babies and toddlers (No. 3)355 
To support the prevention of child tooth decay and obesity due to consumption of 
sweetened foods since infancy, which will affect their health in the future, Ministry of 
Health by the Food and Drug Administration issued the Notification (No.286). Re: Milk 
and infant formula milk for babies and toddlers (No.2) and (No.287) B.E. 2547 (2004). 
Re: Milk and infant formula milk for babies and toddlers (No.3) 
The notification of such summarized as follows. 
1. To determine that infant feeding and modified milk formula for infants and young 
children and baby food formula for infants and young children "do not add sugar, honey 
or any sweeteners (except for sugar, lactose or other carbohydrates which is as sweet as 
sugar, or is less sweet than lactose)." 
From the above requirements the Food and Drug Administration has studied scientific 
evidence about the sweetness of lactose and found that calculation of the equivalent 
sweetness of lactose relative to sucrose using sensory evaluation test, when testing in 
different group of population or different factors in different tests, will result in 
difference in the sweetness value. 
And in industry carbohydrates used for food production is not basically characterized by 
the sweetness value, but by Dextrose equivalent (DE) of which the DE indicates the level 
of starch conversion into glucose or dextrose. The DE of starch is equal to 0 while DE of 
glucose or dextrose 100. The DE of some carbohydrates such as maltodextrin, for 
example, has the DE of less than 20. 
To be clear, practical, and consistent with the scientific evidence available, the Food and 
Drug Administration uses the sweetness value of lactose relative to sucrose at 40 DE as a 
basis for approval. This is based on evidence from ‘Food Theory and Application 2nd 
ed., 1992, p.151’. Moreover, such document has shown that corn syrup-a product derived 
from starch from corn- at 36 DE is equivalent to the sweetness value of lactose relative to 
sucrose at 40. According to this, non-sugar carbohydrates, which are allowed to add in 
this product group, must have the DE not more than 36. 
2. Use of infant and young children milk and modified milk formula and infant and 
young children food and formula for feeding infants and young children who have 
abnormalities of digestive system or food/nutrient absorption, or allergy to certain foods 
probably adds sugar or other sweeteners, but with an approval from the Food and Drug 
Administration. 
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Indicators Thai government evidence (updated on 20th October 2015) 
Notification of the Ministry of Public Health (No.348) B.E. 2555 (2012). Re: 
Margarine, Blends, Fat spread sand Blended fat spreads356 
Clause 4 Food in Clause 3 (margarine, blends, fat spread sand blended fat spreads) shall 
have the following qualities or standards: 
(1) No rancidity 
(2) Butter fat not more than 3% of total fat for margarine and fat spreads and more than 
3% for blends and blended fat spreads 
(3) Total fat shall be as follows: 
(3.1) 80-90% by weight for margarine and; 
(3.2) from 10% to less than 80% by weight for fat spreads and blended fat spreads 
(4) Sodium chloride not more than 4% by weight; 
(5) Lead not more than 0.1 mg per kg of food; 
(6) Arsenic not more than 0.1 mg per kg of food; 
(7) Microbial toxin content shall do no harm to health; 
(8) Type and limit of pathogenic microorganisms shall be followed the Notification of 
the Ministry of Public Health. Re: Pathogenic Microorganisms. 
Nutrition standards for healthy foods for high risk groups for diabetes and 
hypertension (Developed by  Working group of Standards for healthy foods for high 
risk groups for diabetes and hypertension in May 2014)357 
Bureau of Nutrition, Department of Health developed standards for healthy food for high 
risk groups for diabetes and hypertension to assist food producers, food stores and 
restaurants including housewife and people to apply the Standards for their home 
cooking or for sales to normal customers and high risk groups and patients with diabetes 
and hypertension. 
Nutrient Profiling Working group developed criteria for nutrition standards specific to 
normal Thai people and high risk groups and patients with diabetes and hypertension as 
shown in Table 1 (1.1 to 1.3) and 2 (2.1 to 2.2), respectively.  
Table 1.1 Nutrition standards for normal people, which require total daily energy of 
2,000 kcal.  
% Kcal
Breakfast 24 480 2 15 5 80 600
Lunch 24 480 2 15 5 80 600
Dinner 24 480 2 15 5 80 600
Snacks 10 200 12 6 2 30 200
≥5% of 
Thai RDI
≤ 2 times per 
day
Beverages 2 40 10* ‐ amount 1 glass (200ml)
Milk 6 120 natural 7 4 20 natural
1 glass of 
whole milk 
Fruits 10 200 natural natural natural 0 natural
3‐4servings (50‐
70 kcal/serving)
Total 100 2000 28 58 21 290 2000
%RDI 100 89 105 97 100
Adopted from summary report of Nutrient Profiling Working Group (9 June 2012)
Meals
≥20% of 
Thai RDI
Energy
Remark
Other 
nutrients
Sodium 
(mg)
Cholesterol 
(g)
Saturated 
fat (g)
Total fat 
(g)Sugar (g)
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Table 1.2 Nutrition standards of one main meal for normal people, which require total 
daily energy of 2,000 kcal.  
Meet standard
Higher than 
standard
Very higher 
than standard*
Energy (kcal) ≤480 481‐580 >580
Total fat (g) ≤15 15.1‐18 >18
Saturated fat (g) ≤5 5.1‐6 >6
Cholesterol (g) ≤80 81‐95 >95
Sugar (g) ≤2 4‐Feb >4
Sodium (mg) ≤600 601‐720 >720
Required nutrients
Protein (g) ≥12 10‐11.9 <10
Fiber (g) ≥6 5‐5.9 <5
Nutrient 1**
Nutritrient 2**
*Nutrients which should be limited in our diet.
**one of six nutrients (i.e. calcium, iron, Vitamin A, B1, 2 and C)
***Thai Recommended Daily Intake
>20% of Thai RDI***
Standard requirement
>20% of Thai RDI***
Nutrients
 
Table 1.3 Nutrition standards of snacks for normal people, which require total daily 
energy of 2000 kcal.  
Meet standard
Higher than 
standard
Very higher 
than standard
Energy (kcal) <100 >100‐200 >200
Total fat (g)* <3 >3‐6 >6
Saturated fat (g)* <1 >1‐2 >2
Cholesterol (g)* <15 >15‐30 >30
Sugar (g)* <6 >6‐12 >12
Sodium (mg)* <100 >100‐200 >200
Other nutrients**
*Nutrients which should be limited in our diet.
**one of six nutrients (i.e. calcium, iron, Vitamin A, B1, 2 and C)
***Thai Recommended Daily Intake
Nutrients
Standard requirement
>5% Thai RDI**
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Table 2.1 Nutrition standards of foods for high-risk groups and patients with diabetes and 
hypertension, which require total daily energy of 1,600 kcal.  
% Kcal
Breakfast 25 400 2 14 3 45 430
Lunch 25 400 2 14 3 45 430
Dinner 25 400 2 14 3 45 430
Snacks 6.25 100 6 3 1 15 100
≥5% of 
Thai RDI ≤once per day
Beverages 0 0 0 0 0 0 0
g
water
Milk 6.25 100 natural 3.2 22 10 100
1 glass of skim 
milk (200ml)
Fruits 12.5 200 natural ‐ ‐ ‐ ‐
3‐4servings 
(50‐70 
kcal/serving)
Total 100 1600 12 48 12 160 1490*
%RDI 74 6 53 74
% energy distribution 3 27 6.8**
*Sodium ≤2,000 mg per day
**saturated fat less than 7%of total energy
Meals
Energy
Sugar (g)
Total fat 
(g)
Saturated 
fat (g)
Cholesterol 
 (g)
Sodium 
(mg)
Other 
nutrients Remark
≥20% of 
Thai RDI
 
Table 2.2 Nutrition standards of one main meal for high-risk groups and patients with 
diabetes and hypertension, which require total daily energy of 1,600 kcal.  
 
Meet standard
Higher than 
standard
Very higher 
than standard*
Energy (kcal) <400 >400‐480 >480
Total fat (g) <14 >14‐17 >17
Saturated fat (g) <3 >3‐4 >4
Cholesterol (g) <45 >45‐54 >54
Sugar (g) <2 >2‐4 >4
Sodium (mg) <430 >430‐520 >520
Required nutrients
Protein (g) >12 >10‐12 <10
Fiber (g) >6 >5‐6 <5
Nutrient 1**
Nutritrient 2**
*Nutrients which should be limited in our diet.
**one of six nutrients (i.e. calcium, iron, Vitamin A, B1, 2 and C)
***Thai Recommended Daily Intake
Nutrients
Standard requirement
>20% of Thai RDI***
>20% of Thai RDI***
 
Other standards develops includes:  
• Standards of healthy food for high-risk groups and patients with diabetes, 
hypertension and hypercholesterolemia who require total daily energy of 1,400 and 
2,000 kcal. 
• Standards of snacks for normal people who require total daily energy of 2,000 kcal. 
• Standards of one main meal for high-risk groups for diabetes, hypertension and 
hypercholesterolemia who require total daily energy of 2,000 kcal. 
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25% reduction of sugar and fat content in food products, non-alcoholic beverages 
and non-main meals358 
The Department of Health introduced a policy in reducing added sugar and fat in food 
products by encouraging the food industry to reduce 25% less added sugar and fat 
contents of snack foods. The products, which meet the nutritional criteria, are permitted 
to use 25% less sugar and fat label claim. This policy has been implemented since 2009. 
Policy in reducing size of sugar packets from 6 gram to 4 gram per packet359  
The Ministry of Public Health announced the policy in reducing size of sugar packets 
from 6 gram to 4 gram per packet, on June 10, 2015 under a partnership with Thai Health 
Promotion Foundation, other health and food partners including Thai sugar producers 
and Thai Hotel Association. The goals is to reduce the size of sugar packed into the size 
8 gram per packet or two teaspoons to 4 gram per packet or one teaspoon to reduce over-
consumption of sugar which can affect health, especially chronic diseases.  
Currently, the Ministry has proposed to executives of both central and regional 
administration offices of the Ministry to be a role model in providing 4-gram sugar 
packet for coffee break during the meeting. This action has been implemented starting 
with the meeting of the Ministry/Department and meetings of the health offices at 
regional, provincial and district levels since July 2, 2015. 
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2. Food Labelling There is a regulatory system implemented by the government 
for consumer-oriented labelling on food packaging and menu boards in 
restaurants to enable consumers to easily make informed food choices and to 
prevent misleading claims.  
Indicators Thai government evidence (updated on 20th October 2015) 
LABEL1: 
Ingredient lists and 
nutrient 
declarations in line 
with Codex 
recommendations 
are present on the 
labels of all 
packaged foods.  
 
All Notification of the Ministry of Public Health on Labeling of Prepackaged 
Foods e.g. 
 Notification of the Ministry of Public Health (No.367) B.E. 2557 (2014). Re: 
Labeling of Prepackaged Foods  
Thai Food and Drug Administration announced the implementation of the 
Notification No.367360 to monitor labeling of prepackaged foods and providing 
nutrition information to Thai consumers by using standards which is in line with 
Codex recommendations on General standard for the labeling of prepackaged foods-
CODEX STAN 1-1985 (Rev. 1-1991). Effective date of implementing the 
Notification has been since December 3rd, 2014.361,362 
 Notification of the Ministry of Public Health (No.305) B.E. 2550 (2007) Re: 
Labeling of some Ready-to-Eat Food363 
To provide nutrition fact for consumers and to support preventive measures of 
nutritional problems. By the virtue of the provisions of Sections 5 and Section 6 (10) 
of the Food Act B.E. 2522 (1979), the Minister of Public Health by recommendation 
of the Food Committee, hereby issues a notification which require labeling some 
kinds of the following ready-to-eat food in package which ready to sell to consumers 
to have nutritional labeling: 
(1) Fried or baked potato chips; 
(2) Fried or baked popcorns; 
(3) Rice crisps or Extruded snack; 
(4) Crackers or biscuits; 
(5) Filling wafer. 
This was notified in 1st August 2007 and came into force in the following date. 
 Appendix No. 3 Attach to the Notification of the Ministry of Public Health 
No. 182 B.E. 2541 (1998). Nutrients for Thai Recommended Daily Intakes for 
ages of 6 years or up (THAI RECOMMENDED DAILY INTAKES – THAI 
RDI)364 
The main purpose for establishing of Thai Recommended Daily Intakes for Thais 
ages of 6 years and up (Thai RDI) is to be used as criteria for displaying of nutrition 
value on food labels or the so-called “Nutrition Labeling”. By the use of basic values 
from Recommended Daily Dietary Allowances for Healthy Thais (Thai RDA) are to 
be used by choosing the highest values recommended for persons between 20 to 29 
years of both genders, Daily Values (DV), Daily Reference Values (DRV), Reference 
Daily Intakes (RDI) (or formerly US RDA), which are prescribed by United States 
Food and Drug Administration, and Nutrient Reference Values (NRV), which are 
prescribed in Codex. The prescribed demand energy of major normal healthy Thai 
adults are based upon the demand energy of 2,000 kilocalories per day as basic or 
mean values in calculation for displaying of nutrition labelings only. 
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*Total fat, saturated fat, protein and carbohydrate are recommended daily intakes, 
calculated from comparing to derived energy from such nutrients in 30%, 10%, 10% 
and 60%, respectively of total energy from the demand energy of 2,000 kilocalories 
per day.  
(Fat 1 g. provides 9 kilocalories, Protein 1 g. provides 4 kilocalories, Carbohydrate 1 
g. provides 4 kilocalories) 
Moreover, format and conditions for Nutrition Data Display Box was developed 
based on Codex and United States Food and Drug Administration. 
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LABEL2: Robust, 
evidence-based 
regulatory systems 
are in place for 
approving/reviewin
g claims on foods, 
so that consumers 
are protected 
against 
unsubstantiated and 
misleading 
nutrition and health 
claims.  
 
 
Situation surveys on nutritional information of ready-to-eat foods by Thai Food 
and Drug Administration365  
This survey has been conducted annually since 2011 in order to investigate the 
accuracy of nutritional information of ready-to-eat food products and frozen meals 
according to attachments of Notification of the Ministry of Public Health (No.182) 
B.E. 2541 (1998) on nutrition labeling364 and Notification of the Ministry of Public 
Health (No.367) B.E. 2557 (2014) on labeling of prepackaged foods sold in 
supermarkets and convenient stores in Bangkok and suburbs.360 The information 
collected includes uses of front-of-pack food labeling (Guideline Daily Amounts), 
Nutrition Facts (back-of-pack labeling) and nutrition claims.   
Notification of the Ministry of Public Health (No. 182) B.E. 2541. Re: Nutrition 
Labelling364 
It deems appropriate to have nutrition labeling for information and useful nutrition 
facts to people and consumers protection in food and nutrition. By the virtue of 
provisions of Section 5 and 6 (10) of the Food Act B.E. 2522 (1979), the Minister of 
Public Health hereby issues a notification which the following categories of foods are 
required to have nutrition labeling (Clause 1). 
1.1 Foods, which have nutrition, claim. 
1.2 Foods, which utilizing food value in sale promotion. 
1.3 Foods, which define consumer groups in sale promotion. 
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1.4 Other foods to be notified by Food and Drug Administration, which are approved 
by the Food Committees. 
The Notification provides criteria for nutrition claims on nutrition labeling and 
condition and examples of nutrient claim based on Codex and United States Food and 
Drug Administration. 
Implementation of Post-marketing Control Group of Food Control Division, 
Thai Food and Drug Administration366 
The purpose of post-marketing control is to ensure that the foods distributed to 
consumers are wholesome and have the quality that complies with the national food 
standards. As a result, this measure deals primarily with the activities of enforcement. 
Inspections of all food factories and premises throughout the country have been 
conducted regularly, together with the sampling of food products for analysis and 
assaying to ensure compliance with legal requirements. In case of violations, actions 
like seizure, recall, and prosecution are taken. In general, there are two types of 
inspections:  
(1) Regular Inspection 
This is a planned inspection to ensure that the FDA annual plan on food is 
implemented successfully.  
 Routine Inspection. This is a periodic inspection particularly to the premises that 
received licences.  
 Follow-up Inspection. This is to confirm that the certain corrective actions by the 
licence-holders or firms have been taken as indicated after the previous 
inspection.  
 Check Point Inspection. This is done by the food inspectors stationed at the 
Check Points to ensure the safety of food products entering the country and the 
compliance with the relevant regulations.  
(2) Suspected or Petitioned Inspection  
 This is a particular type of inspection with a specific aim of investigating and 
gathering necessary evidence for legal action.  
 This includes an inspection to find out the cause of complaint or rejection from 
the importing country, so as to solve the problems of food manufacturers and 
food products.  
Centre for Health Product Surveillance and Complaints367 
The Centre is responsible for surveillance of advertising through various media 
including television, radio, cable TV, Internet, print media, including complaints 
from consumers who experience problems with health products, or see illegal 
manufacturing, selling importing or advertising health products. The Centre gathers 
and analyses this information, and informs specific regulatory agencies for taking 
further actions. In the case of a serious problem, that has affected the consumer or a 
policy the Centre will provide information to the Centre for the prevention and 
suppression of violation of laws related to health products for further investigation. 
LABEL3: A 
single, consistent, 
interpretive, 
evidence-informed 
Notification of the Ministry of Public Health (No.305) B.E. 2550 (2007) Re: 
Labeling of some Ready-to-Eat Food (No. 2)368 
Clause 1. Food under Clause 1 of the Notification of the Ministry of Public Health 
(No.305) B.E. 2550 (2007), Re: Labeling of some Ready-to-Eat Food, dated 30 
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front-of-pack 
supplementary 
nutrition 
information 
system, which 
readily allows 
consumers to 
assess a product’s 
healthiness, is 
applied to all 
packaged foods.  
 
August B.E. 2550 (2007) shall display energy value, sugar, fat and sodium in form of 
GDA (Guideline Daily Amounts) 
Clause 2. Display of energy value, sugar, fat and sodium in Clause 1 shall follow 
format and condition prescribed in an annex of this Notification. 
Clause 3. Producers or Importers of Food in Clause 1 prior to this Notification come 
into force shall follow this Notification within 180 days from the date of this 
Notification came into force and existing labels are allowed to be used for not more 
than 1 year from the date of this Notification came into force. 
Clause 4. This Notification shall come into force after 90 days as from the date of its 
publication in the Government Gazette. 
  
Food and Drug Administration Office is preparing to expand the labeling to cover the 
entire snack groups, chocolate biscuits, instant noodles and chilled and frozen foods. 
‘25% less sugar and fat’ food labelling358 
The Department of Health introduced a policy in reducing added sugar and fat in 
food products by encouraging the food industry to reduce 25% less added sugar and 
fat contents of snack foods. The products which meet the nutritional criteria are 
permitted to use 25% less sugar and fat label claim. This policy has been 
implemented since 2009. 
The Department of Health has determined the average, according to the results of a 
random survey of Thai children’s snack consumption in nine groups of snacks to 
guide the manufacturers to reduce the amount of sugar, fat and sodium in their 
products. The groups are 1) wafer fillings, 2) biscuit fillings, 3) plain biscuit, 4) 
genuine potato, 5) mixed potato, 6) dense-textured crispy puff pastry made from  
corn flakes, 7) light-textured crispy puff pastry made from  corn flakes (such as corn 
puffs brand), 8) puffed pastry baked from flour, and 9) other foods which use meat 
are major component. 
 
LABEL4: A 
consistent, single, 
simple, clearly-
There is no government-initiated mandatory or voluntary labeling of foods and meals  
in any restaurants or outlet across 
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visible system of 
labeling the menu 
boards of all quick 
service restaurants 
(i.e. fast food 
chains) is applied 
by the government, 
which allows 
consumers to 
interpret the 
nutrient quality and 
energy content of 
foods and meals on 
sale.  
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3. Food Promotion There is a comprehensive policy implemented by the 
government to reduce the impact (exposure and power) of promotion of 
unhealthy foods to children (<16years) across all media.  
Indicators Thai government evidence (updated on 20th October 2015) 
PROMO1: Effective 
policies are 
implemented by the 
government to 
restrict exposure and 
power of promotion 
of unhealthy foods to 
children through all 
forms of media, 
including broadcast 
(TV, radio) and non-
broadcast media (e.g. 
Internet, social 
media, point-of-
purchase, product 
placement, 
packaging, 
sponsorship, outdoor 
advertising).  
No such policy in place. 
PROMO2: Effective 
policies are 
implemented by the 
government to ensure 
that unhealthy foods 
are not commercially 
promoted to children 
in settings where 
children gather (e.g. 
preschools, schools, 
sport and cultural 
events).  
Policy on banning soda and prohibiting sale of snacks and other foods with 
high sugar in schools 
Department of Health under collaboration with the Office of the Basic Education 
Commission (OBEC), Ministry of Education announced policy on banning soda 
and prohibiting sale of snacks and other foods with high sugar and call for actions 
in OBEC schools. This came into force according to the Ministry of Education 
letter on school free from soda and high sugar snacks and foods, since 29th May 
2008.369  
In order to continue the implementation of the policy to cover all OBEC schools 
OBEC has sent letter of cooperation to all the schools refrain from selling soft 
drinks. Snacks and foods with sugar in all schools.370 Meanwhile, the Bureau of 
Dental Health, Department of Health developed the project in reducing 
consumption of sweetened foods for Educational Service Area Offices (ESAO). 
The objective of the project is to support and promote the implementation of the 
policy in educational service area nationwide.369 
292 
4. Food Prices Food pricing policies (e.g., taxes, levies and subsidies) are 
aligned with health outcomes by helping to make the healthy eating choices 
the easier, cheaper choices. 
Indicators Thai government evidence (updated on 20th October 2015) 
PRICES1: Taxes or 
levies on healthy 
foods are minimised 
to encourage healthy 
food choices where 
possible (e.g. low or 
no sales tax, excise, 
value-added or 
import duties on fruit 
and vegetables). 
No such policy in place. 
PRICES2: Taxes or 
levies on unhealthy 
foods (e.g. sugar-
sweetened beverages, 
foods high in 
nutrients of concern) 
are in place and 
increase the retail 
prices of these foods 
by at least 10% to 
discourage unhealthy 
food choices where 
possible, and these 
taxes are reinvested 
to improve 
population health.  
 
Excise Tariff Act B.E. 2527 (1984)371 
It determines excise tax collection on carbonated beverages, sodas, energy drinks 
and plant, vegetable, fruit juices for the objective of generating revenue towards to 
the government, executed by the Excise Department with the “two select one” 
method which collects the highest tax rate at Ad valorem rate (per cent) at 20-25% 
or volume rate. The excise tax rate is shown in the table below.372 
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Tax administration of Thailand is carried out by multiple organizational units (i.e. 
the Customs Department, the Excise Department and the Revenue Department) 
located within the Ministry of Finance, so called ‘multiple directorates’ structure. 
The Ministry has the Fiscal Policy Office, which is responsible for providing 
information and advice on economic and fiscal related policies to the Ministry 
including monitoring and evaluation of policy implementation. This includes 
implementation of excise tax collection on sweetened non-alcoholic beverages.  
As of June 2558, the Ministry of Finance is considering a new edition of the Code 
of Law on excise taxation for health benefits. This is still under review process by 
the National Legislative Assembly (NLA). The code is expected to be approved and 
operated by the mid-2016. 
PRICES3: Existing 
subsidies on foods 
are designed to 
favour healthy rather 
than unhealthy foods. 
No such policy in place. 
PRICES4: The 
government ensures 
that food-related 
income support 
programs are for 
healthy foods. 
No such policy in place. 
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5. Food Provision The government ensures that there are healthy food service 
policies implemented in government-funded settings to ensure that food 
provision encourages healthy food choices, and the government actively 
encourages and supports private companies to implement similar policies. 
Indicators Thai government evidence (updated on 20th October 2015) 
PROV1: The 
government ensures that 
there are clear, consistent 
policies (including 
nutrition standards) 
implemented in schools 
and early childhood 
education services for 
food service activities 
(canteens, food at events, 
fundraising, promotions, 
vending machines etc.) to 
provide and promote 
healthy food choices. 
Project on Healthy Kids Healthy Food School Model373,374 
The project is under collaboration with Office of the Basic Education 
Development Commission of Thailand, Ministry of Public Health, Thai Health 
Promotion Foundation and other relevant partners. It is an extended project 
from the royal project by HRH Princess Maha Chakri Sirindhorn of Thailand, 
which specifically focuses on Border Patrol Police (BPP) Schools. The 
extended project targets beyond the BPP schools to other schools in remote 
areas. This three-year project (2014-2017) aims to develop at least 5,400 model 
schools, which will implement following eight key policies and put them into 
actions continuously. 
1) School agriculture 
2) School cooperative 
3) School food service 
4) Monitoring of student’s nutritional status  
5) Development of health behaviours among students 
6) Development of environmental health in schools 
7) Health care service in schools 
8) Education on agriculture, nutrition and health 
The food and nutrition standard guidelines by Department of Health are 
provided to the schools to ensure the nutritional quality of school foods meet 
nutrition needs of students. 
Sweet Enough Policy375 
Department of Health has continuously promoted reduction in sugar 
consumption since 2002, with financial support from Thai Health Promotion 
Foundation. Three key strategies being promoted for implementation are 1) 
research development, 2) policy interventions to promote healthy eating 
behaviours including soda-free schools and nutrition labeling of foods to 
children, and 3) social movement and supports to reduce sugar intake to an 
appropriate level. Currently, these policy actions have been implemented 
across 21 provinces (out of 76 provinces). 72% of all government primary 
schools under Ministry of Education are free from soda, and 83.5% of all 
childcare centres provide fruit and vegetable at least three times per week. 
Sustainable School Lunch Program376 
Over 10 years since 2003, Office of the Basic Education Commission (OBEC) 
has collaborated with Office of Vocational Education Commission (VEC) to 
implement ‘Sustainable school lunch program’. OBEC Schools in 75 provinces 
have been supervised under this program by 50 colleges from College of 
Agriculture and Technology, Fisheries College, Industrial And Community 
Education Colleges, Vocational Colleges, Colleges of Technology and 
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Management. It aims to educate students to know how to produce foods and 
consume healthy and safe foods through practices, eat adequate, nutritious 
lunch, which meets nutritional requirement, and strengthening the schools to be 
able to provide sustainable school lunch. Currently, there are now 50 college 
mentors providing support to elementary schools and secondary education 
extension schools for up to 1,700 schools with over 200,000 students. 
 
Thai School Lunch Program377 
On September 18, 2013 the Thai cabinet approved financial assistance of the 
School Lunch Program to increase per head cost of school lunch from 13 baht 
to 20 baht in order to ensure that students receive school lunch with proper 
nutrients they need. The schools are required to regularly report the nutritional 
status of students to the cabinet every six months. Under collaboration with 
Ministry of Public Health, Office of the Basic Education Development 
Commission, Ministry of Education provided Thai School Lunch guidelines to 
all schools for meal preparation, and training for the program usage to 
schoolteachers to ensure all prepared meals meet nutrition standards. 
Policy to promote quality in childcare centres378 
Ministry of Public Health has a policy to promote quality childcare centres to 
meet standards, which was developed by experts together with relevant 
government agencies such as Department of Health and Ministry of Education. 
The food standards include: 
- Providing a wide variety of lunch and snacks from all five food groups 
(carbohydrate i.e. rice and flour, fruit, vegetables, meat and milk) every day. 
The centres should not repeat the same menu within the same week and should 
serve adequate foods for all children. 
- Providing healthy snacks (such as unsweetened milk, fresh fruit and low-
sugar Thai desserts), not allowing children to bring snacks from home, not 
allowing children to bring milk bottles to the centre after being joining the 
centre for one month, and not providing unhealthy snacks to children. 
Healthy School Child Program379 
Healthy School Child Program under cooperation of the Office of the Basic 
Education Commission (OBEC), Ministry of Education, and Department of 
Health, Ministry of Public Health has been implemented since 2010, which 
aims to promote health and environmental health in school setting, including 
the management of obesity in schoolchildren. The program targets are as 
follows. 
Quantitative targets 
1. Reduce the rate of malnutrition/over nutrition and reduce oral health 
problems among students  
2. Students change to healthy behaviors i.e. healthy eating and daily physical 
activity, and avoid health-risk behaviors. They can also apply their 
knowledge and experiences for well caring for self and others. 
3. Schools organize activities to promote healthy lifestyle in their students. 
4. District Primary Education Offices and schools recognize the importance 
of health development in all students including continuing supports for 
relevant activities. 
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5. District Primary Education Offices build up network with other health 
agencies and organizations in promoting and developing the health of 
school-aged children in every school. 
Qualitative targets 
1. Students can modify their behavior and other’s to be healthier which 
include healthy eating, good oral health and sufficient physical activity.  
2. Students can put their knowledge on healthy behaviors into practice 
including have ability to monitor and assess health status of themselves 
and their family, friends and community. 
3. District Primary Education Offices and schools build awareness and 
conscious of teachers and other school staff on their health and their 
students’ health by working with health network in order to continuously 
develop knowledge and understanding in health-related issues.  
The project has set nutritional standards and indicators as follows.380 
Standard 2 Nutrition and food safety standards. 
Indicator 2.1 students have the height for age that meets the standard.   
Indicator 2.2 students are weighted for age that meets the standard.     
Indicator 2.3 students are weighted for height that meets the standard.     
Indicator 2.4 students with malnutrition have been reduced.  
Indicator 2.5 The school provides school lunch to students which contains five 
food groups that are less in sugar, fat and salt and are healthy.     
Indicator 2.6 The school promotes use of use iodized salt in cooking. 
Indicator 2.7 The school provides lunch which contains 4 tablespoons 
vegetable per meal. 
Indicator 2.10 The school promotes students to have breakfast. 
Indicator 2.11 The school sells snacks and drinks which meet nutritional 
standard. 
Health Promotion School Policy381 
The policy aims to continuously develop and improve healthy behaviours and 
environments to promote health of people in primary and secondary schools. 
The policy implementation has been under collaboration with Department of 
Health, Department of General Education, and Office of the National Primary 
Education Commission since 2001. The policy implementation has been 
regularly evaluated according to standards set which consists of ten elements: 
1) policy on health promotion in school, 2) school management and 
administration, 3) a joint project between school and community, 4) school 
environments to promote health, 5) health service in school, 6) health 
education in school, 7) nutrition and food safety, 8) exercise, sport and 
recreation, 9) counselling and social support, and 10) health promotion of 
school personnel. 
The school which meets the highest standard (diamond level):  
- must not sell unhealthy food (such as candy, snacks and soft drinks) in school 
(e.g. food store in school and school cooperative), but provide food service or 
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sell healthy foods with low sugars, salts and fats. This includes all foods sold 
after school. If foods high in fats, sugars and salt are found to be sold in the 
school, the school has to provide a proper advice to the sellers for switching to 
selling healthier foods. 
- must promote vegetable consumption for lunch which meets a daily 
requirement to all students. The school should provide a variety of foods 
containing vegetables and foods with high protein (meat/eggs), and meeting 
nutritional requirement. Moreover, each food store in school must provide at 
least two vegetable menus, which use vegetable as main ingredient. 
PROV2: The 
government ensures that 
there are clear, consistent 
policies in other public 
sector settings for food 
service activities 
(canteens, food at events, 
fundraising, promotions, 
vending machines, public 
procurement standards 
etc.) to provide and 
promote healthy food 
choices. 
Healthy Menu Policy382,383 
Department of Health has implemented the Healthy Menu Policy since 2005. It 
has initiated this policy in public hospital setting since 2012. Food stores and 
restaurants are encouraged to serve and sell foods following Healthy Menu 
standards developed by Department of Health. The stores and restaurants, 
which meet the standard requirements, will receive Healthy Menu certificate 
from Department of Health. Requirements for certified health menu and Fatless 
belly many are as follows: 
Healthy Menu 
1. Be Thai food set or single dish which contains at least four food groups:. 
1.1. Food group 1, which is meat and products, egg and products, and nut and 
products. 
1.2. Food group 2, which is rice, flour, egg noodles, sticky rice and rice noodle. 
1.3. Food group 3, which is among various vegetables. 
1.4. Food group 4, which is vegetable oil. 
Food to be prepared based on healthy menu should consist of meat and 
products, egg and products, nut and products, various vegetables, vegetable oil 
and rice and flour. Foods need to be served with 2-3 ladles of rice. Moreover, 
the meal should include fresh fruit in order to meet the healthy menu standard. 
Fatless Belly menu 2 1 1 
This menu to be served for consumer divides a food dish into four portions 
served to customers which two portions for vegetable, one portion for low-fat 
meat, and one portion for rice or starch- flour. The total energy of this dish 
should not exceed 400 kcal. 
- Cook food with less sugars, salts and fats. 
- Not provide a condiment set on the table. 
- Serve fresh vegetables to customers at all times. 
- Make fruit menu available for customers to promote fruit consumption. 
Policy on Health Promoting Hospitals to promote food and nutrition 
policy into practice382,384,385 
Department of Health has implemented this policy since 2012. This policy is 
part of the policy called ‘Thailand Kitchen of the World and Halal Foods’ 
which offers healthy food service in hospital setting as follows. 
- Kitchen: offer healthy food, disease-specific foods and Halal food, and 
support healthy meeting approach by serving healthy foods in the meeting. 
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 - Restaurant and food stalls in the hospital: provide healthy foods low in 
sugars, fats and salts, and add sufficient amounts of fruits and vegetables to 
meet Healthy Menu Standards (6:6:1) into the food menu. Manu 6:6:1 is to 
consume sugar no more than 6 teaspoons per day, oil no more than 6 
teaspoons, and salt no more than 1 teaspoon. 
PROV3: The 
government ensures that 
there are good supports 
and training systems to 
help schools and other 
public sector 
organizations and their 
caterers meet the healthy 
food service policies and 
guidelines. 
No such policy in place. 
However, this action has been frequently developed as part of some program or 
project activities. For example, 
• Project in reduction of sugar, fat and salt consumption by the Bureau 
of Nutrition, Department of Health This project has organized 
training/briefing restaurant owners/food producers or manufacturers /food 
suppliers (from both public and private sectors) to reduce sugar, fat and 
salt in their food products, and build their awareness on health risk of 
chronic diseases from consuming foods high in sugar, fat and salt.386 It 
also provides training to build up capacity of network, Health Centre, 
Provincial Public Health offices and District Health Promoting 
hospitals.382 
 Health Promoting Schools project by Department of Health and 
Ministry of Education There are trainings for health volunteers in 
schools, or youth or student leaders who will lead health promotion 
activities in the schools.387  
 School Lunch Program Office of the Basic Education Commission 
(OBEC) holds a training to train school teachers on how to use Thai 
School Lunch menus program software to help prepare lunch menus that 
meet nutritional standards.377 
PROV4: Government 
actively encourages and 
supports private 
companies to provide and 
promote healthy foods 
and meals in their 
workplaces. 
Healthy Menu Policy382,383 
Department of Health has implemented the Healthy Menu Policy since 2005. It 
has initiated this policy in public hospital setting since 2012. Food stores and 
restaurants are encouraged to serve and sell foods following Healthy Menu 
standards developed by Department of Health. The stores and restaurants, 
which meet the standard requirements, will receive Healthy Menu certificate 
from Department of Health. Requirements for certified health menu and Fatless 
belly many are as follows: 
Healthy Menu 
1. Be Thai food set or single dish which contains at least four food groups:. 
1.1. Food group 1, which is meat and products, egg and products, and nut and 
products. 
1.2. Food group 2, which is rice, flour, egg noodles, sticky rice and rice noodle. 
1.3. Food group 3, which is among various vegetables. 
1.4. Food group 4, which is vegetable oil. 
Food to be prepared based on healthy menu should consist of meat and 
products, egg and products, nut and products, various vegetables, vegetable oil 
and rice and flour. Foods need to be served with 2-3 ladles of rice. Moreover, 
the meal should include fresh fruit in order to meet the healthy menu standard. 
Fatless Belly menu 2 1 1 
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This menu to be served for consumer divides a food dish into four portions 
served to customers which two portions for vegetable, one portion for low-fat 
meat, and one portion for rice or starch- flour. The total energy of this dish 
should not exceed 400 kcal. 
- Cook food with less sugars, salts and fats. 
- Not provide a condiment set on the table. 
- Serve fresh vegetables to customers at all times. 
- Make fruit menu available for customers to promote fruit consumption. 
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6. Food Retail  The government has the power to implement policies and 
programs to support the availability of healthy foods and limit the availability 
of unhealthy foods in communities (outlet density and locations) and in-store 
(product placement). 
Indicators Thai government evidence (updated on 20th October 2015) 
RETAIL1: : Zoning 
laws and policies are 
robust enough and are 
being used, where 
needed, by local 
governments to place 
limits on the density or 
placement of quick serve 
restaurants or other 
outlets selling mainly 
unhealthy foods in 
communities. 
No such policy in place. 
RETAIL2: There are 
existing support systems 
to encourage food stores 
to promote the in-store 
availability of healthy 
foods and to limit the in-
store availability of 
unhealthy foods. 
Policy on Health Promoting Hospitals to promote food and nutrition 
policy into practice382,384,385 
Department of Health has implemented this policy since 2012. This policy is 
part of the policy called ‘Thailand Kitchen of the World and Halal Foods’ 
which offers healthy food service in hospital setting as follows. 
- Kitchen: offer healthy food, disease-specific foods and Halal food, and 
support healthy meeting approach by serving healthy foods in the meeting. 
 - Restaurant and food stalls in the hospital: provide healthy foods low in 
sugars, fats and salts, and add sufficient amounts of fruits and vegetables to 
meet Healthy Menu Standards (6:6:1) into the food menu. Manu 6:6:1 is to 
consume sugar no more than 6 teaspoons per day, oil no more than 6 
teaspoons, and salt no more than 1 teaspoon. 
Healthy Menu Policy382,383 
Department of Health has implemented the Healthy Menu Policy since 2005. It 
has initiated this policy in public hospital setting since 2012. Food stores and 
restaurants are encouraged to serve and sell foods following Healthy Menu 
standards developed by Department of Health. The stores and restaurants, 
which meet the standard requirements, will receive Healthy Menu certificate 
from Department of Health. Requirements for certified health menu and Fatless 
belly many are as follows: 
Healthy Menu 
1. Be Thai food set or single dish which contains at least four food groups:. 
1.1. Food group 1, which is meat and products, egg and products, and nut and 
products. 
1.2. Food group 2, which is rice, flour, egg noodles, sticky rice and rice noodle. 
1.3. Food group 3, which is among various vegetables. 
1.4. Food group 4, which is vegetable oil. 
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Food to be prepared based on healthy menu should consist of meat and 
products, egg and products, nut and products, various vegetables, vegetable oil 
and rice and flour. Foods need to be served with 2-3 ladles of rice. Moreover, 
the meal should include fresh fruit in order to meet the healthy menu standard. 
Fatless Belly menu 2 1 1 
This menu to be served for consumer divides a food dish into four portions 
served to customers which two portions for vegetable, one portion for low-fat 
meat, and one portion for rice or starch- flour. The total energy of this dish 
should not exceed 400 kcal. 
- Cook food with less sugars, salts and fats. 
- Not provide a condiment set on the table. 
- Serve fresh vegetables to customers at all times. 
- Make fruit menu available for customers to promote fruit consumption. 
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7. Food Trade & Investment The government ensures that trade and investment 
agreements protect food sovereignty, favour healthy food environments, are 
linked with domestic health and agricultural policies in ways that are 
consistent with health objectives, and do not promote unhealthy food 
environments. 
Indicators Thai government evidence (updated on 20th October 2015) 
TRADE1: The direct and 
indirect impacts of 
international trade and 
investment agreements on 
food environments and 
population nutrition and 
health are assessed and 
considered. 
No such policy in place. 
TRADE2: The 
government has measures 
to protect against the 
potential for trade 
agreements to harm 
public health. 
No such policy in place. 
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Appendix 3 Verified Thai Government 
Evidence on Infrastructure Supports for 
Policy Implementation 
 
1. Leadership The political leadership ensures that there is strong support for the 
vision, planning, communication, implementation and evaluation of policies 
and actions to create healthy food environments, improve population nutrition, 
and reduce their diet-related health impacts in vulnerable populations. 
Indicators Thai government evidence (updated on 20th October 2015) 
LEAD1: There 
is strong, 
visible, political 
support (at the 
Head of 
Government) 
for improving 
food 
environments 
and population 
nutrition and 
reducing diet-
related NCDs. 
Policies of Minister of Public Health in 2015388 
The Minister of Public Health announced the government policy agenda related to food 
and nutrition which include improving quality of child care centres across the country; 
developing a set of policies to promote child development; improving food labels to 
enable healthier food choices among children aged 15-59 years; tackling unhealthy diets 
in teenage and working groups; and regulating advertising and other forms of marketing 
of unhealthy foods. 
Health development targets of Ministry of Public Health for short and long term389  
The Minister of Public Health has set the Health development targets for the Ministry of 
Public Health for a six month round (April-September 2015) and three year round (2016-
2018). The targets related to diet-related NCDs include: 
- There should be at least 28 best-practice schools on reducing overweight and 
obesity in schoolchildren in four heath districts by 2015. Moreover, there should be 
practical guidelines for staff, and mentors (called ‘Smart Kids Coacher’) in treating 
overweight and obese students. A number of overweight and obese children should 
drop to 25% by 2018. 
- Hundred percent of public schools should be upgraded to Health Promoting (HP) 
Schools by 2018 in order to help solve childhood obesity problem. There are 
currently 33,172 of 36,257 schools (92%) which have been already upgraded to the 
HP schools.  
- Students and disadvantaged people in remote areas can increasingly access health 
services from ‘a royal clinic’ (or ‘Suksala Prarachatan’ in Thai). Currently, there 
are seven clinics, and will be a continued expansion to 16 clinics from 2015 to 
2018. The clinics would be then upgraded to District Health Promoting hospitals. 
Approximately 2.51 and 3.08 million patients with diabetes and hypertension receive 
health services in controlling violence of these diseases, respectively. 
Thailand Healthy Lifestyle Strategic Plan 2011-2020390 
This Strategic Plan was developed in 2011 under cooperation among the National 
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Economic and Social Development Board along with all related ministries and 
organizations, such as the Ministry of Agriculture and Commodities, Ministry of Public 
Health and Ministry of Commerce. It is recognized that of the current major public 
health challenges, NCDs were mainly due to lifestyle changes. Its main development 
goal includes reducing problems from five-lifestyle diseases, namely, diabetes, 
hypertension, heart diseases, cardiovascular diseases and cancers. This strategic plan also 
included HM the King’s Sufficiency Economy Philosophy, which emphasizes local food 
production for household food and nutrition security, with only surpluses being sold. 
Short term (1-3 years) 
1. Strategic leader of all sectors at the central, regional and provincial levels ‘better’ 
collaboratively push the policies on food, physical exercise, living and environments 
conducive to health to implementation covering all target population 
2. Target population ‘increasingly’ are satisfied with the policy as well as perceive, 
acknowledge and are aware of risk factors, health promotion strategy and acquire 
immunity; and can ‘better’ modify their behaviours to prevent risk factors and 
lifestyle disease 
3. Communities, locals, organizations of all sectors and levels, family and social 
networks acquire ‘greater’ self-reliant capability in managing to reduce disease and 
burden of lifestyle diseases 
4. Health facilities at all levels both in public and private sectors are ‘better’ equipped 
with policy, paradigm of leaders and the working team, and capacity in managing 
surveillance system, prevention and control, health promotion and health services in 
relation to lifestyle diseases 
5. ‘increased’ fruit and vegetable intake 
6. ‘decreased’ consumption of sweet, salty, greasy, chemical contaminated foods, 
alcohol and tobacco 
 
Medium term (5 years) 
1. ‘decreased’ obesity among children younger than 15 years of age 
2. ‘decreased’ obesity among population age 15 years and higher 
3. ‘decreased’ highly obesity among population age 15 years and higher 
4. ‘increased’ exercise and physical activity among population age 15 years and higher 
5. ‘decreased’ blood cholesterol among population age 15 years and higher 
6. ‘decreased’ metabolic syndrome among population age 15 years and higher 
7. ‘increased’ skill in emotion management among population age 15 years and higher 
8. ‘decreased’ proportion of complications among the patients of lifestyle diseases 
 
Long term (10 years) 
1. Lifestyle disease and complication free Life expectancy of Thai population will 
‘increase’ 
2. Mortality rate from lifestyle disease will ‘decrease’ 
3. Prevalence of lifestyle disease will not ‘increase’ 
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4. Expenses for treatment of lifestyle disease will be ‘decreased’ 
Strategic framework for food management in Thailand (SFFM) (2012-2016)391 
The Cabinet approved the SFFM in 2010 and it was integrated into the eleventh National 
Economic and Social Development Plan thereafter. It covers the entire food chain at all 
levels, from household to national, based on linking agriculture and food systems with 
nutrition and health. The SFFM comprises four themes: 1) food security, 2) food quality 
and safety, 3) food education, and 4) food management. 
The 11th Health Development Plan, 2012-2016392  
Thailand’s health partners have adopted the 11th Health Development Plan as a national 
guideline, which is aligned with the eleventh National Economic and Social 
Development Plan. It has a vision of ‘all people being in good health and together 
building a fair and sufficient health system, leading to a healthy society’. Its principle is 
to develop plans under HM the King’s Sufficiency Economy Philosophy with good 
governance and the participation of all sectors.  
The main policies and actions under this plan are to 1) strengthen partners for health 
promotion and self-reliance with Thai wisdom; 2) further develop systems for 
monitoring, warning and management of disasters, accidents and health threats; 3) 
encourage health promotion, disease prevention and consumer protection in health for 
Thais; and 4) strengthen and standardize health service system to respond to the needs of 
all target groups; and 5) create national mechanisms for enhancing health care system 
governance and resource management systems.  
Its indicators include percentage of target population with proper health behaviours such 
as vegetable and fruit consumption, and sweet/fatty/salty diet consumption. 
Action plan on management of overweight and obesity (2011-2015)393 
Members of the 2nd National Health Assembly adopted the Resolution and Strategy for 
Management of Overweight and Obesity on 18 December 2009. The Thai Cabinet then 
approved the resolution as national agenda in 2010, which must be implemented to 
achieve the objectives of the resolution. 
The Resolution requested the National Health Committee (NHCO) and the National 
Feed Committee participate through relevant agencies and sectors and provide supports 
for developing action plan for tackling overweight and obesity among Thai people with 
clear definition of responsibilities within one year. 
NHCO appointed the Steering Committee on the Resolution for Management of 
Overweight and Obesity on 21 June 2010 to provide support, guidance and oversight of 
progress of the implementation of the Strategy and Resolution. The Committee 
appointed the following sub-committees on 16 August 2010: 1) sub-steering committee 
on the Resolution for Management of Overweight and Obesity, and 2) six working 
groups to develop action plan for tackling overweight and obesity among Thai people in 
six following areas. 
1. Promotion of breastfeeding and production and sales of healthy snacks, low-sugar 
drinks and fruits and vegetables as an alternative food choices  
2. Regulation of marketing of infants and young child foods and energy-dense foods high 
in fat, sugar and sodium   
3. Continued public campaign to provide information and increase knowledge and 
awareness on health impacts from obesity 
4. Promotion of proper and sufficient physical activity  
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5. Development and strengthening of health care service system for overweight and 
obesity including their health impacts 
6. Development and strengthening of mechanism in managing overweight and obesity  
The action plan was drafted and then submitted to the National Health Commission 
Office on 10 October 2011 to report to the 4th National Health Assembly four times in 
2011.  
National Health Assembly Resolution on Development of Thailand Global Health 
(GH) Strategies 2015 – 2020394,395 
The 7th National Health Assembly adopted the GH resolution in 2014. It has requested 
Ministry of Public Health and Ministry of Foreign Affairs, together with National Health 
Commission Committee to propose 2015-2020 global health strategic plan to the cabinet 
for consideration and approval. 
Priority areas of global health include non-communicable diseases, mental and nutrition 
which Department of Disease Control, Department of Health and Department of Mental 
Health are assigned as responsible agencies for taking relative actions. 
*Currently (September 2558) Committee for Integration of National Strategies to 
Prevent and Control Non-communicable Diseases has been appointed according to the 
National Health Assembly Resolution. The role is to develop the strategic action plan by 
April which seven working groups will be set up by targets (obesity and diabetes, 
physical activity, alcohol, cigarettes, salt, health services and treatment, and monitoring 
& evaluation and data collection) to work with the committee in order to achieve the 
nine committed global targets. 
The National Children and Youth Development Plan B.E. 2555-2559 (2012-2016)396 
Some strategies under the plan are related to food and nutrition. Under Strategy 1 on 
increasing life immunity in children and youth, recommended policies and interventions, 
include promoting healthy diet as key elements of staying healthy and discouraging 
consumption of sugary snacks, as well as promoting nutrition surveillance. Primary 
responsible agencies are Ministry of Public Health while secondary responsible agencies 
are Ministry of Education and local administrative organizations. 
LEAD2: Clear 
population 
intake targets 
have been 
established by 
the government 
for the nutrients 
of concern to 
meet WHO and 
national 
recommended 
dietary intake 
levels. 
 
National Health Assembly Resolution on the goals of preventing and controlling 
non-communicable diseases in Thailand397,398 
The National Health Assembly Members endorsed this resolution which consists of 
indicators of ‘9 global targets’ of non-communicable disease prevention and control 
(including the average salt/sodium intake of Thai population decreases by 30 percent, 
according to the WHO recommended level). The following operations are requested. 
- Integrating the current national non-communicable disease prevention and control 
strategy to become the joint strategy of the country and provide a progress 
monitoring and evaluating system, and  
- Developing the national target from ‘9 targets’ and other targets of the current 
strategies by determining or modifying them to fit the Thai context. 
- This requires involvement of the local governments with the participation of all 
relevant to prepare or improve the target plans, and to implement NCD prevention 
and control at the local level. 
Healthy Kids Health Food Project374 
The project is under collaboration with Office of the Basic Education Development 
Commission of Thailand, Ministry of Public Health, Thai Health Promotion Foundation 
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and other relevant partners. It is an extended project from the royal project by HRH 
Princess Maha Chakri Sirindhorn of Thailand, which specifically focuses on Border 
Patrol Police (BPP) Schools. The extended project targets beyond the BPP schools to 
other schools in remote areas.  
One of the goals of this three-year project (2014-2017) at outcome level is that 80% of 
schoolchildren have increased consumption of fruits and vegetables and decreased 
consumption of foods high in sugars, fats and salt. 
LEAD3: Clear, 
interpretive, 
evidence-
informed food-
based dietary 
guidelines have 
been 
established and 
implemented. 
Food-Based Dietary Guidelines (FBDG) for Thai and Nutrition Flag   
The Thai FBDGs is one of nutrition tools for nutrition information, education and 
communication which have been developed and promoted for desirable eating practices 
to provide practical knowledge to the general population and school children.391 It 
recommends maintaining proper weight and eating a variety of foods from each of the 
main five food groups399, while the nutrition flag is considered as a quantitative part of 
FBDGs and provides a food guide model.400 
The 2003 Dietary Reference Intake for Thais (DRI)401 
The DRI was developed and published for the first time in 1973 by the Nutrition 
Division, Department of Health, Ministry of Public Health. The latest DRI was published 
in 2003. 
LEAD4: There 
is a 
comprehensive, 
Strategic framework for food management in Thailand (SFFM)391 
The SFFM comprises four themes: food security, food quality and safety, food education 
and food management. There are three committees which are implementing the SFFM, 
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transparent, up-
to-date 
implementation 
plan (including 
priority policy 
and program 
strategies, 
social 
marketing for 
public 
awareness and 
threat of 
legislation for 
voluntary 
approaches) 
linked to 
national needs 
and priorities, 
to improve food 
environments, 
reduce the 
intake of the 
nutrients of 
concern to meet 
WHO and 
national 
recommended 
dietary intake 
levels, and 
reduce diet-
related NCDs. 
namely, 1) committee on food security throughout the food chain, 2) committee on food 
quality and safety, and 3) committee on linking food, nutrition and health.  
Each committee implements key SFFM issues; for example, zoning and smart farmers; 
research and services in the food production system; management and control systems 
for chemical substances used in agriculture; strengthening inspection and certification 
throughout the food-chain; integrating a food safety control system at national, 
provincial and community levels; and nutrition education and communication to increase 
fruit and vegetable consumption, together with decreasing the intake of sugary, salty and 
fatty foods. 
Nutrition indicators related to undernutrition, over nutrition and related NCDs will be 
used in community-based programs, in workplaces and schools to prevent double-burden 
malnutrition and NCDs.  
Thailand Healthy Lifestyle Strategic Plan (THLSP) 2011-2020390  
The THLSP includes an implementation guideline for the Thailand Health Lifestyle 
Strategy. The guidelines include implementation plans for program management and 
related program implementation mechanism. The plans are carried out in parallel with 
active collaboration and concerned effort from all stakeholders to ensure successful 
program implementation. The following two national committees have been appointed to 
serve as key program implementation and management mechanisms: national steering 
committee and executive committee. 
Department of Health’s integration plan for strategies on health development of 
Ministry of Public Health402 
This plan is part of integration of 15 strategies across all departments of the Ministry of 
Public Health, operated by Department of Health. It includes identification of policy 
actions, implementation targets, target measurements and indicators. It aims to promote 
healthy dietary behaviours, exercise and enabling working environments to reduce health 
risk factors. 
LEAD5: 
Government 
priorities have 
been 
established to 
protect 
vulnerable 
populations in 
relation to diet, 
nutrition, 
obesity and 
NCDs. 
Government policies of Thailand Prime Minister related to Ministry of Public 
Health in 2015403 
In 2014, the Prime Minister announced the relevant policy, which is to lay the foundation 
for a health insurance system, which provides to all Thai people with access to needed 
health services with sufficient quality. The service includes prevention and control on 
NCDs and their risk factors. 
Policies of Minister of Public Health in 2015388 
One of policy agenda of the current government is about accelerating development of 
access to health service and of health service units for people who need special cares. In 
particular, it is essential to accelerate the development of access to health service in 
disabled people who have problems in citizenship status and right to access to the 
insurance, aliens/migrant workers and people in special areas (e.g. remote areas and five 
Southernmost provinces of Thailand), and health promotion for informal workers. 
Progress of government policies and actions on social issues, reported to internal 
meeting between the Minister of Public Health and senior officials of the Ministry 
in April 2015404 
Government has implemented a pilot in development of health care for elderly, 
preschool children and schoolchildren at community level in 2015 and has set up 12-
month implementation targets for the fiscal year 2016. The targets are to have an 
integrated plan for the development of people throughout their life span, provide health 
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caregivers for elderly in community, and have family doctor teams to take care of people 
in all age groups. 
Implementation of policies on health promotion and environmental health by 
Department of Health in 2015402 
Department of Health gives the most important policy implementation on the royal 
initiative of His Majesty the King and projects given to His Majesty the King on health 
development and promotion by age group and environmental health. The projects 
include project on prevention and control of iodine deficiency; Family Love Bonding 
Project; District of Breastfed Mothers Project; project on promoting nutrition and health 
in children and youths in remote areas; and Healthy Kids Health Food Project in all 
schools in remote areas. 
Agriculture for School Lunch Project by Department of Agricultural Extension, 
Ministry of Agriculture and Cooperatives405,406 
This is the project under Her Royal Highness Princess Maha Chakri Sirindhorn, which 
has been facilitated by the Department of Agricultural Extension. The experiences that 
Her Royal Highness Princess Maha Chakri Sirindhorn had gained from accompanying 
Their Majesties the King and Queen on frequent visits to rural and remote areas have 
inspired Her Royal Highness with enthusiasm to help the underprivileged and needy 
people. Their Majesties the King and Queen had exposed Her Royal Highness to the 
prominent problems of local children living in poverty and suffering including poor 
health, poor food quality and lack of education.  
The implementation of her initiatives in initial stage focused on children in remote rural 
villages suffering from malnutrition with goals to improve their quality of life and future 
outlook. 
In 1980, Her Royal Highness initiated the Agriculture for School Lunch Project, simply 
starting from planting vegetables and raising flocks of laying hen in school and turning 
farm produce to food for their lunch. Not only do they gain immediate result as an 
important meal of the day, but their eating habit and nutritional and health condition 
were also improved. Their farming skills would also be developed for their home 
farming or possibly as future farming vocation. All in all Her Royal Highness had 
practical point of view in solving problems with short-term and long-term solutions 
according to each circumstance. 
Aiming for helping disadvantaged young people, the project mainly targets children and 
adolescents in very poor areas, starting at Border Patrol Police schools and extending to 
schools under Office of the Basic Education Commission, Ministry of Education, non-
formal education centres and Islamic schools. 
The objectives of the project under supports by Department of Agricultural Extension 
are: 
1. To reduce the prevalence of children and young people in very poor areas who have 
nutrition problems and NCDs   
2. To increase agricultural knowledge and skills including processing agricultural 
products in order to be able to help themselves and then their community 
3. To provide knowledge sources in agriculture at community level   
 
The project targets 714 schools which consist of: 
- 195 Border Police Patrol schools 
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- 192 schools under the Office of Basic Education Commission 
- 278 non-formal education schools 
- 15 Islamic schools  
- 9 schools under the Department of the Local Administrative, Ministry of 
Interior (including Provincial Administration Office and District Administration 
Office) 
- 25 schools under the Bangkok Metropolitan Administration 
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2. Governance Governments have structures in place to ensure transparency and 
accountability, and encourage broad community participation and inclusion 
when formulating and implementing policies and actions to create healthy 
food environments, improve population nutrition, and reduce their diet-related 
health impacts in vulnerable populations. 
Indicators Thai government evidence (updated on 20th October 2015) 
GOVER1: There 
are robust 
procedures to 
restrict 
commercial 
influences on the 
development of 
policies related to 
food 
environments 
where they have 
conflicts of 
interest with 
improving 
population 
nutrition. 
There is no such policy in place. 
GOVER2: 
Policies and 
procedures are 
implemented for 
using evidence in 
the development 
of food policies. 
National Health Assembly (NHA)407 
Under Heath Act, NHA is designed as an instrument as well as a learning process to 
develop participatory public policies on health and pushing for practicability to 
advance the public policies on health at national and local levels. This is conducted 
under extensive evidence-based participatory processes across public and private 
sectors to produce a brief technical report as well as a ‘draft resolution’ on each policy 
agenda item. Then the resolutions adopted from the health assemblies are passed 
through various channels e.g. the cabinet and relevant organizations and local 
governments. The NHA has been started functioning since 2008. A number of food-
related policy agenda were developed and driven into actions through this process.  
1st NHA  Agriculture and food in the era of crisis 
2nd NHA  Management of overweight and obesity 
3rd NHA  Control of food marketing strategy for infants and young children 
4th NHA  Food safety: managing reuse of deteriorating cooking oil 
5th NHA  Food safety: solving problems from agricultural chemicals 
6th NHA  Strategic Plan for Tackling Illegal Advertisements of Drugs,  
  Foods, and Health Products (2014-2018),  
  School food system management, and 
  The goals of preventing and controlling non-communicable disease in   
  Thailand 
7th NHA  Development of Thailand global strategy 
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Policy agenda in monitoring and evaluating outcomes of major projects/programs 
under Minister of Public Health408 
Policy No.3 Ministry of Public Health develops monitoring and evaluation systems and 
mechanisms to provide both quantitative and qualitative information on the overall 
performance of the Ministry. This will be used to support strategic and budget 
management of the Ministry, and to support executive-level officials and agencies to 
report back to organizations within and outside the Ministry. All information is 
gathered and stored on the Ministry database for use for assessment. 
National Reform Council and National Reform Steering Assembly  
 National Reform Council (NRC)409 
The formation of the NRC is an important step in the government’s roadmap to restore 
democracy in Thailand.  It follows the appointment of the National Legislative 
Assembly and the Cabinet, leaving only selection of a Constitution Drafting 
Committee as the final key body to be established as part of the government’s plan to 
rebuild Thailand’s democratic structure. It is responsible for reviewing and 
recommending the government in 11 fields (local administration, national 
administration, politics, education, the economy, energy, social affairs, mass media, 
public health and the environment, justice and law, and other issues).  
The NRC review is based on evidence available and multi-sectoral consultations across 
areas and levels. 
The NRC mechanism aims to effectively prevent and eradicate corruption and 
misconduct, eliminate inequality, and promote social and economic equity for 
sustainable development. It enables government to provide accessible, convenient and 
quick-response services for Thai people as well as to take strict and fair law 
enforcement.  
The NRC consists of 250 members which one person was selected from each of 77 
provinces, and 173 others chosen because of their knowledge and experience in one or 
more of 11 fields: local administration, national administration, politics, education, the 
economy, energy, social affairs, mass media, public health and the environment, and 
justice and law.  The eleventh category is labeled “other issues” to cover any gaps or 
unresolved problems.   
Few issues relate obesity have been under review by NRC before recommending for 
policy agenda. They include front-of-pack food labelling and regulation of food 
marketing to children. 
 
 National Reform Steering Assembly410,411 
The National Reform Steering Assembly is starting its tasks, following its first meeting 
on 13 October 2015 to elect its president and vice presidents. The Assembly was set up 
on 5 October after the dissolution of the National Reform Council. It comprises 200 
members, who were appointed by the Prime Minister.   
The Assembly will continue to push for national reform in 11 areas that have already 
been studied by the National Reform Council. The 11 areas include politics, state 
administration, laws and the justice system, local administration, education, economy, 
energy, public health and environment, media, social affairs, and other matters.  
The National Reform Steering Assembly is responsible for working out guidelines for 
the reform and giving suggestions and recommendations on the reform issues to the 
National Legislative Assembly, the Cabinet, the National Council for Peace and Order 
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(NCPO), and other relevant agencies.   
Prime Minister General Prayut Chan-o-cha has cited national reform as a way toward 
sustainability in all dimensions. It might take some time, and not only within two 
years. This does not mean, however, that NCPO will remain in office until the reform 
is completed.   
He explained that the reform should start in the way that various problems that have 
been accumulating for a long time must be tackled. Firm foundations must be laid for 
the country, and the reform process will be forwarded to successive elected 
governments to carry on.  
He said that there would be a mechanism or a law to ensure that the reform would 
move in accordance with the 20-Year National Strategy, starting from the 12th 
National Economic and Social Development Plan, 2017-2021, onwards. This 
mechanism must not interfere with state administration. It should be able to deal 
effectively with certain problems, like those that occurred before 22 May 2014. All 
government agencies must set their strategies in line with the National Strategy and the 
National Economic and Social Development Plan.  
The new Constitution Drafting Commission, chaired by Mr. Meechai Ruchuphan, is 
also starting to work on the new constitution. The Prime Minister urged members of 
the commission to consider problems faced by Thailand over many years and to seek 
ways to cope with them through an appropriate democratic process. This effort is 
intended to prevent those problems from recurring. 
He said that in drafting the constitution, the commission must listen to the views of all 
groups of people. The Government and NCPO called on the people, as well as 
politicians, political parties, and academics to express their views and offer suggestions 
through the channels provided by the 21-member Constitution Drafting Commission.   
The new constitution should also include a process and mechanism to move national 
reform forward for national stability, based on international practices. 
National Food Committee (NFC)391 
In 2008, the National Food Committee (NFC) Act was enacted to frame food 
management policies and strategies in all dimensions and at all levels, including 
facilitating coordination among related agencies charged with strengthening food 
management efficiency and effectiveness.  
The NFC is the highest legitimate forum that allows multisectoral cooperation and total 
stakeholder participation. It has served as a forum for coordination, facilitation and 
problem solving at a national level while all implementation actions are carried out at 
the local level and within workplaces based on similar approaches to those used to 
alleviate undernutrition under the nation’s Poverty Alleviation Plan. It is expected that 
within a few years, Thailand will be able to scale-up these tasks nationwide to prevent 
overnutrition and NCDs.  
GOVER3: 
Policies and 
procedures are 
implemented for 
ensuring 
transparency in 
the development 
of food policies. 
National Health Assembly (NHA)407 
Under Heath Act, NHA is designed as an instrument as well as a learning process to 
develop participatory public policies on health and pushing for practicability to 
advance the public policies on health at national and local levels. This is conducted 
under extensive evidence-based participatory processes across public and private 
sectors to produce a brief technical report as well as a ‘draft resolution’ on each policy 
agenda item. Then the resolutions adopted from the health assemblies are passed 
through various channels e.g. the cabinet and relevant organizations and local 
governments. The NHA has been started functioning since 2008.   
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National Reform Council and National Reform Steering Assembly 
 National Reform Council (NRC)409 
The formation of the NRC is an important step in the government’s roadmap to restore 
democracy in Thailand.  It follows the appointment of the National Legislative 
Assembly and the Cabinet, leaving only selection of a Constitution Drafting 
Committee as the final key body to be established as part of the government’s plan to 
rebuild Thailand’s democratic structure. It is responsible for reviewing and 
recommending the government in 11 fields (local administration, national 
administration, politics, education, the economy, energy, social affairs, mass media, 
public health and the environment, justice and law, and other issues). The NRC 
mechanism aims to effectively prevent and eradicate corruption and misconduct, 
eliminate inequality, and promote social and economic equity for sustainable 
development. It enables government to provide accessible, convenient and quick-
response services for Thai people as well as to take strict and fair law enforcement. 
The NRC review is based on evidence available and multi-sectoral consultations across 
areas and levels. 
The NRC consists of 250 members which one person was selected from each of 77 
provinces, and 173 others chosen because of their knowledge and experience in one or 
more of 11 fields: local administration, national administration, politics, education, the 
economy, energy, social affairs, mass media, public health and the environment, and 
justice and law.  The eleventh category is labeled “other issues” to cover any gaps or 
unresolved problems.   
Few issues relate obesity have been under review by NRC before recommending for 
policy agenda. They include front-of-pack food labelling and regulation of food 
marketing to children. 
 
 National Reform Steering Assembly410,411 
The National Reform Steering Assembly is starting its tasks, following its first meeting 
on 13 October 2015 to elect its president and vice presidents. The Assembly was set up 
on 5 October after the dissolution of the National Reform Council. It comprises 200 
members, who were appointed by the Prime Minister.   
The Assembly will continue to push for national reform in 11 areas that have already 
been studied by the National Reform Council. The 11 areas include politics, state 
administration, laws and the justice system, local administration, education, economy, 
energy, public health and environment, media, social affairs, and other matters.  
The National Reform Steering Assembly is responsible for working out guidelines for 
the reform and giving suggestions and recommendations on the reform issues to the 
National Legislative Assembly, the Cabinet, the National Council for Peace and Order 
(NCPO), and other relevant agencies.   
Prime Minister General Prayut Chan-o-cha has cited national reform as a way toward 
sustainability in all dimensions. It might take some time, and not only within two 
years. This does not mean, however, that NCPO will remain in office until the reform 
is completed.   
He explained that the reform should start in the way that various problems that have 
been accumulating for a long time must be tackled. Firm foundations must be laid for 
the country, and the reform process will be forwarded to successive elected 
governments to carry on.  
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He said that there would be a mechanism or a law to ensure that the reform would 
move in accordance with the 20-Year National Strategy, starting from the 12th 
National Economic and Social Development Plan, 2017-2021, onwards. This 
mechanism must not interfere with state administration. It should be able to deal 
effectively with certain problems, like those that occurred before 22 May 2014. All 
government agencies must set their strategies in line with the National Strategy and the 
National Economic and Social Development Plan.  
The new Constitution Drafting Commission, chaired by Mr. Meechai Ruchuphan, is 
also starting to work on the new constitution. The Prime Minister urged members of 
the commission to consider problems faced by Thailand over many years and to seek 
ways to cope with them through an appropriate democratic process. This effort is 
intended to prevent those problems from recurring. 
He said that in drafting the constitution, the commission must listen to the views of all 
groups of people. The Government and NCPO called on the people, as well as 
politicians, political parties, and academics to express their views and offer suggestions 
through the channels provided by the 21-member Constitution Drafting Commission.   
The new constitution should also include a process and mechanism to move national 
reform forward for national stability, based on international practices. 
Integrity and transparency assessment of Ministry of Public Health412 
Ministry of Public Health developed indicators to monitor and evaluate integrity and 
transparency of performances of MOPH organizations (nine central administration 
offices and Provincial Public Health Office in all 76 provinces). The indicators 
measure following issues: transparency, accountability, corruption, integrity culture 
and work integrity. Evidence from each organization has been gathered for assessment 
from 1st October 2014 – 30th September 2015. 
GOVER4: The 
government 
ensures access to 
comprehensive 
nutrition 
information and 
key documents 
(e.g. budget 
documents, 
annual 
performance 
reviews and 
health indicators) 
for the public. 
Ministry of Public Health (MOPH)  
MOPH has a monitoring and evaluation system for performance of the Ministry of 
Public Health including its agencies against key performance indicators set.408 The 
results of the assessment are open for public use. 
MOPH has several agencies under the Ministry and the agency network which 
disseminate information about health and implementation of policies and activities to 
public.413 For example, Bureau of Policy and Strategy (BPS) has information system 
using Electronic Library on Web to communicate documents and health information to 
the public, and publishes results of monitoring and evaluation of the MOPH 
implementation against key performance indicators at national, provincial and health 
district, and results of monitoring and evaluation of outcomes of major projects on the 
BPS website. These assessment results are made available both quantitatively and 
qualitatively. 
Bureau of Policy and Strategy (BPS)413 
BPS as a knowledge management centre of health policies and strategies provides 
related information to both public and specific group of stakeholders. Information 
includes health status, health services, human resources for health, and population 
status, which is available on the BPS website. BPS also has data warehouse and 
business intelligence system, but available for internal users only. 
BPS also disseminates government fiscal management information system (GFMIS) 
(budget of the Ministry of Public Health) and budget disbursement for health care 
service personnel (excluding administrative units). 
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Health Information System Development Office (HISO)414 
HISO is under the support and collaboration of various partners, in particular Ministry 
of Public Health, National Health Security Office, National Statistical Office and 
agency users and generators of health information. It provides health and related 
information from various data sources including in-country organizations and 
international health agencies. All health information in Thailand is grouped into 
categories and presented in various formats including health information by topic, 
health reports, Thai health statistics presented by various types of data visualization, 
world health statistics, and information by set of indicators and by area, etc.  
This information was created to increase point of access to health information and 
statistics in Thailand with concerning the suitable presentation formats for various 
types of users. It is made available on Health Info in Thailand website 
(www.healthinfo.in.th). 
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3. Monitoring & Intelligence The government’s monitoring and intelligence 
systems (surveillance, evaluation, research and reporting) are comprehensive 
and regular enough to assess the status of food environments, population 
nutrition, diet-related NCDs and their related health impacts in vulnerable 
populations, and to measure progress on achieving the goals of nutrition and 
health plans. 
Indicators Thai government evidence (updated on 20th October 2015) 
MONIT1: 
Monitoring 
systems, 
implemented by the 
government, are in 
place to regularly 
monitor food 
environments 
(especially for food 
composition for 
nutrients of 
concern, food 
promotion to 
children, and 
nutritional quality 
of food in schools 
and other public 
sector settings), 
against  
codes/guidelines/sta
ndards/targets. 
Situation surveys on nutritional information of ready-to-eat foods by Thai Food 
and Drug Administration365  
This survey has been conducted annually since 2011 in order to investigate the 
accuracy of nutritional information of ready-to-eat food products and frozen meals 
according to attachments of Notification of the Ministry of Public Health (No.182) 
B.E. 2541 (1998) on nutrition labeling364 and Notification of the Ministry of Public 
Health (No.367) B.E. 2557 (2014) on labeling of prepackaged foods sold in 
supermarkets and convenient stores in Bangkok and suburbs.360 The information 
collected includes uses of front-of-pack food labeling (Guideline Daily Amounts), 
Nutrition Facts (back-of-pack labeling) and nutrition claims.   
Implementation of Post-marketing Control Group of Food Control Division, 
Thai Food and Drug Administration366 
The purpose of post-marketing control is to ensure that the foods distributed to 
consumers are wholesome and have the quality that complies with the national food 
standards. As a result, this measure deals primarily with the activities of enforcement. 
Inspections of all food factories and premises throughout the country have been 
conducted regularly, together with the sampling of food products for analysis and 
assaying to ensure compliance with legal requirements. In case of violations, actions 
like seizure, recall, and prosecution are taken. In general, there are two types of 
inspections:  
(1) Regular Inspection 
This is a planned inspection to ensure that the FDA annual plan on food is 
implemented successfully.  
 Routine Inspection. This is a periodic inspection particularly to the premises that 
received licenses.  
 Follow-up Inspection. This is to confirm that the certain corrective actions by the 
license-holders or firms have been taken as indicated after the previous 
inspection.  
 Check Point Inspection. This is done by the food inspectors stationed at the 
Check Points to ensure the safety of food products entering the country and the 
compliance with the relevant regulations.  
(2) Suspected or Petitioned Inspection  
 This is a particular type of inspection with a specific aim of investigating and 
gathering necessary evidence for legal action.  
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 This includes an inspection to find out the cause of complaint or rejection from 
the importing country, so as to solve the problems of food manufacturers and 
food products. 
Centre for Health Product Surveillance and Complaints367 
The Centre is responsible for surveillance of advertising through various media 
including television, radio, cable TV, Internet, print media, including complaints 
from consumers who experience problems with health products, or see illegal 
manufacturing, selling importing or advertising health products. The Centre gathers 
and analyses this information, and informs specific regulatory agencies for taking 
further actions. In the case of a serious problem, that has affected the consumer or a 
policy the Centre will provide information to the Centre for the prevention and 
suppression of violation of laws related to health products for further investigation. 
MONIT2: There is 
regular monitoring 
of adult and 
childhood nutrition 
status and 
population intakes 
against specified 
intake targets or 
recommended daily 
intake levels. 
National Health Behaviour Survey (eating behaviours)415 
National Statistical Office has regularly conducted Food Consumption Behaviour 
Survey in Thai people aged 6 years and above every four year (in 2005, 2009 and 
2013). It explores the frequency of food consumption (meat and products, high-fat 
food, snacks, fast food, fruits and vegetables, soft drinks and sweetened beverages, 
processed foods, food supplements, and the number of meals eaten daily). 
National survey on food and nutrition 
Thailand has had a regular survey specifically on food and nutrition since 1960. The 
survey namely National Nutrition Survey was regularly implemented by Department 
of Health on average every 10 years (in 1960, 1975, 1986, 1995 and 2003). The 
survey population was in age group 0-74 and above (including women in 
reproductive age (15-44 years), pregnant women aged 15-44 years and breastfeeding 
women aged 15-44 years.416 
Currently, the regular implementation of this national survey was handed on to 
National Health Examination Survey Office, in cooperation with Health System 
Research Institute, Bureau of Policy and Strategy, Ministry of Public Health, Thai 
Health Promotion Foundation, and National Health Security Office.57,416,417 The 
survey was inserted as part of National Health Examination Survey (NHES) in 2008-
9, which was the first time of NHES that collected food data beyond fruit and 
vegetable consumption. Target population was Thais aged 2-14 years and 15 years 
old. 
The current survey explored frequency of consumption of healthy and unhealthy 
foods (e.g. brown rice, milk, meat, fish, shellfish, eggs, bread, ice cream, candy, soft 
drinks, sweets, crisps, nuts and noodles), frequency and amount of consumption of 
fruits and vegetables, and amount of energy and nutrients received each day 
compared to recommended daily amounts.  
National Health Examination Survey57 
National Health Examination Survey was regularly conducted on average in every 
five year (in 1991-2, 1996-7, 2003-4 and 2008-9) in Thai population aged 15 years 
and above, by National Health Examination Survey Office, in cooperation with 
Health System Research Institute, Bureau of Policy and Strategy, Ministry of Public 
Health, Thai Health Promotion Foundation, and National Health Security Office. 
Data related to food and nutrition being collected in the survey was frequency and 
amount of consumption of fruits and vegetables. 
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Survey of behavioral risk factors surveillance system in Thailand (BRFSS)58 
BRFSS was regularly conducted in Thai population aged 15-74 years in all 76 
provinces of Thailand every 1-3 years (in 2004, 2005, 2007 and 2010) by the Bureau 
of Non-Communicable Diseases, Department of Disease Control. The data collected 
can be representative at provincial level. 
The BRFSS explored frequency and amount of consumption of vegetables and fruits 
compared to recommended daily amounts (400 grams per day or five standard 
servings per day), and frequency of consumption of food groups (carried out only in 
2007). 
National food consumption survey by the National Bureau of Agricultural 
Commodity and Food Standards418 
The national survey of food consumption was conducted for the first time during the 
year 2002-2004, under collaboration between the National Bureau of Agricultural 
Commodity and Food Standards (ACFS) and Institute of Nutrition, Mahidol 
University. The survey has been conducted regularly every 10 years. The second 
survey was carried out in 2013.  The survey population consists of eight groups of 
population as follows. 
- Babies and toddlers aged 0-3 years (birth to under 3 years old) 
- Preschool children aged 3-6 years (three years to under six years) 
- Children aged 6-9 years (6 years to under nine years) 
- Adolescents aged 9-16 years (9 years to under 16 years) 
- Adolescents aged 16-19 years (16 years to under 19 years) 
- Young age of 19-35 years (19 years to under 35 years) 
- Adults aged 35-65 years (35 years to under 65 years) 
- Seniors 65 years and older (aged 65 years and over) 
The survey collected information about amount of foods consumed in the entire 
population (per capita). The foods include milk and dairy products, beverages, flour, 
rice and dried beans and seeds, meat, vegetables, fruits, sweets, condiments, sugar 
and drinking water. 
The Thailand Multiple Indicator Cluster Survey (MICS)419 
The Thailand Multiple Indicator Cluster Survey (MICS) December 2005 – February 
2006 was developed, for the first time, to collect data on situations of all children in 
Thailand to be used as tools in monitoring and evaluation of child development in 
Thailand. As also indicated in the Thailand Millennium Development Goals Report 
(2004), the quality and availability of disaggregated data on the situation of children 
in Thailand was limited. 
This project was implemented by the National Statistical Office (NSO) in 
cooperation with the Ministry of Social Development and Human Security, Ministry 
of Education and Ministry of Public Health as well as other government agencies 
whom all contributed significantly to the implementation process.   
The survey has been conducted as part of the third round of MICS surveys 
(MICS3),carried out around the world in more than 50 countries, in 2005-2006, 
following the first two rounds of MICS surveys that were conducted in 1995 and the 
year 2000. Survey tools are based on the models and standards developed by the 
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global MICS project, designed to collect information on the situation of children and 
women in countries around the world.  
The latest survey was implemented in 2012 to provide necessary information on the 
situation of children (under 5 years old) and women (15-49 years old) in Thailand. 
The information includes nutrition status and infant and young child feeding 
indicators. 
Health Promotion School Project (HPS)381,420 
Department of Health and Ministry of Education have a regular monitoring of 
childhood overweight and obesity prevalence, which is part of HPS implementation. 
Schoolteachers from both primary and secondary schools participating HPS have to 
monitor nutritional status of all schoolchildren using weight and height measurement 
and nutrition assessment. The monitoring is operated regularly twice a year (semester 
1 and 2).  
After that, Provincial Public Health offices/District Health Promoting hospitals in 
school areas are responsible for gathering data on nutritional status, checking its 
accuracy, recording it and importing to Bureau of Policy and Strategy system for data 
analysis and result evaluation. 
MONIT3: There is 
regular monitoring 
of adult and 
childhood 
overweight and 
obesity prevalence 
using 
anthropometric 
measurements. 
Health Promotion School Project (HPS)381,420 
Department of Health and Ministry of Education have a regular monitoring of 
childhood overweight and obesity prevalence, which is part of HPS implementation. 
Schoolteachers from both primary and secondary schools participating HPS have to 
monitor nutritional status of all schoolchildren using weight and height measurement 
and nutrition assessment. The monitoring is operated regularly twice a year (semester 
1 and 2).  
After that, Provincial Public Health offices/District Health Promoting hospitals in 
school areas are responsible for gathering data on nutritional status, checking its 
accuracy, recording it and importing to Bureau of Policy and Strategy system for data 
analysis and result evaluation. 
National Health Examination Survey (NHES)57 
NHES regularly collected data on nutritional status of Thai population aged 15 years 
and above. The survey in 1991-2, 1996-7 and 2003-4 collected the data using weight 
and height measurement. In addition to this, the survey in 2008-9 also monitored the 
nutritional status of Thai children aged 1-14 years by measuring their weight, height, 
and waist and head circumferences. 
National survey on food and nutrition 
This national survey is part of National Health Examination Survey (NHES), which 
was the first time of NHES that collected food data beyond fruit and vegetable 
consumption in 2008-9. Target population was Thais aged 1-14 years and 15 years 
old. The current survey measured information which includes 
- Children 1-14 years: weight, height, head and waist circumference, and blood 
pressure 
 - Adults aged 15 years and over: height, weight 
Survey of behavioural risk factors surveillance system in Thailand (BRFSS)58 
BRFSS was regularly conducted in Thai population aged 15-74 years in all 76 
provinces of Thailand every 1-3 years (in 2004, 2005, 2007 and 2010) by the Bureau 
of Non-Communicable Diseases, Department of Disease Control. The data collected 
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can be representative at provincial level. 
The BRFSS explored anthropometric status of the population by self-reporting 
weight, height and waist circumference.  
The Thailand Multiple Indicator Cluster Survey (MICS)419 
The survey has been conducted as part of the third round of MICS surveys 
(MICS3),carried out around the world in more than 50 countries, in 2005-2006, 
following the first two rounds of MICS surveys that were conducted in 1995 and the 
year 2000. Survey tools are based on the models and standards developed by the 
global MICS project, designed to collect information on the situation of children and 
women in countries around the world.  
The latest survey was implemented in 2012 to provide necessary information on the 
situation of children (under 5 years old) and women (15-49 years old) in Thailand. 
The information includes anthropometric status including weight and heights, and 
infant and young child feeding indicators.   
MONIT4: There is 
regular monitoring 
of the prevalence of 
NCD risk factors 
and occurrence 
rates (e.g. 
prevalence, 
incidence, 
mortality) for the 
main diet-related 
NCDs. 
National Health Examination Survey (NHES)57 
NHES regularly collected data on prevalence of major NCD risk factors and main 
diet-related NCDs. The data on diet-related risk factors includes eating behaviours 
and fruit and vegetable consumption while the data on diet-related NCDs includes 
diabetes, overweight and obesity, hypertension, cardiovascular diseases, 
hyperlipidemia, metabolic syndrome, coronary heart disease and stroke. 
Survey of behavioral risk factors surveillance system in Thailand (BRFSS)58 
BRFSS regularly collected data on prevalence of NCD risk factors i.e. overweight 
and obesity, vegetable consumption, and consumption of other food groups (carried 
out only in 2007) while data on main diet-related NCDs collected are hypertension, 
diabetes, ischemic heart disease and stroke. 
The National Health and Welfare Survey421 
The National Statistical Office (NSO) conducted the first Survey on Health and 
Welfare in 1974. The survey in 2013 was the 18th round; data were collected from 
27,960 sampled households located in urban and rural area of every province, in 
March 2013. The aims of this survey were to obtain the information of health 
insurance, illness (e.g. cardiovascular diseases, diabetes and metabolic syndrome) 
getting the health services and other related health information.  
Health Data Center422 
Bureau of Policy and Strategy, Ministry of Public Health Thailand established Health 
Data Center (HDC) to track and report illnesses and deaths from non-communicable 
diseases in 10 major public health districts (including incidence rate, prevalence rate 
per population at risk and number of deaths from non-communicable diseases 
including coronary heart disease, hypertension, stroke, diabetes and cancer) for 
planning for further actions to tackle these diseases. 
Patients reporting system423 
1) Out-patient report (Rp.504) This report gathers information from a patient who is 
not hospitalized for 24 hours or more but visits a hospital, clinic, or associated 
facility for diagnosis or treatment.   
2) In-patient report (Rp.505) This report gathers information from a patient who is 
admitted to the hospital and stays overnight or for an indeterminate time in a 
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hospital, clinic, or associated facility where there are beds available for overnight 
admission excluding mobile health services and health centers.  
Provincial Public Health Offices center for compiling and storing the information 
reported in their provinces, and then send them monthly to Bureau of Policy and 
Strategy, Ministry of Public Health Thailand. 
Individual patient data system423 
Information on individual patient is gathered from health insurance system of each of 
health care agencies. The information are from two major databases which are a 
database of patients covered by universal health coverage scheme from the National 
Health Security Office (NHSO), and a database of patients with civil servant medical 
benefit scheme from the Comptroller General's Department (CGD), Ministry of 
Finance. These databases store patient information from all health care facilities 
cooperating with or under NHSO and CGD. The information includes gender, age, 
diseases and health care agencies visited.   
Vital Statistics System424,425 
In Thailand, the most important source of mortality data is the vital registration 
system, which was initiated in 1916. Civil registration law mandates that every vital 
event (births and deaths) be registered at the offices of the district or municipality 
registrars, which are under the Ministry of Interior. According to this law, births must 
be registered within 15 days of delivery, while deaths must be registered within 24 
hours. 
MONIT5: There is 
sufficient 
evaluation of major 
programs and 
policies to assess 
effectiveness and 
contribution to 
achieving the goals 
of the nutrition and 
health plans. 
There is no such policy in place. 
MONIT6: Health 
impacts in 
vulnerable 
populations and 
social determinants 
of health are 
regularly 
monitored. 
There is no such policy in place. 
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4. Funding & Resources Sufficient funding is invested in ‘Population Nutrition 
Promotion’(estimated from the investments in population promotion of healthy 
eating and healthy food environments for the prevention of obesity and diet-
related NCDs, excluding all individual service (primary care,  antenatal 
services, maternal and child nursing services etc.), food safety, micronutrient 
deficiencies (e.g. folate fortification) and under-nutrition) to create healthy 
food environments, improved population nutrition, reductions in obesity, diet-
related NCDs and their related health impacts in vulnerable populations. 
Indicators Thai government evidence (updated on 20th October 2015) 
FUND1: The budget 
for nutrition 
promotion in 
populations 
(excluding one-on-
one promotion in 
primary care, 
antenatal services and 
maternal and child 
nursing services; food 
safety; micronutrient 
deficiencies; and 
under-nutrition), as a 
proportion of total 
health spending 
and/or in relation to 
the diet-related NCD 
burden is sufficient to 
reduce diet-related 
NCDs. 
National health accounts of Thailand (NHA)426,427 
According to the most recent report on health expenditure in 2012 the government 
greatly increased budget spent on policies and actions related to nutrition (excluding 
food, hygiene and drinking water control). Total expenditure on health related to 
nutrition specifically from local governments was 29,434.5 million Baht (7.57% of 
total health expenditure from public funding agencies), which was ten times over the 
budget spending on nutrition in 2011.  
FUND2: 
Government funded 
research is targeted 
for improving food 
environments, and 
reducing obesity, 
NCDs and their 
related health impacts 
in vulnerable 
populations. 
Research budgets of the National Research Council (NRC)428 
The NRC funded more research projects on obesity and diet-related chronic diseases 
(such as diabetes, cardiovascular diseases and hypertension) in 2014, accountable for 
almost six times over the research funding in 2013 (from 6,875,028 Baht in 2013 to 
37,872,416 baht in 2014). 
Research budgets of Thai Research Fund (TRF)429 
The TRF provided research-funding supports through research projects and PhD 
study on issues related to food, obesity and NCDs. The research fund continued to 
decrease since 2012. The 2014 budget spending on those research decreased by one 
third of the 2012 budget and in half of the 2013 budget (51,885,767 Baht in 2012, 
31,413,000 Baht in 2013, 16,558,000 Baht in 2014). 
Thai Health Promotion Foundation (ThaiHealth) budgets to support research 
projects/program on obesity and NCDs430 
According to information of Healthy Food Plan, Office of Social Communications 
Campaign in 2014 and 2015, budget spending for obesity related projects/programs 
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including research activities decreased for 36%, from 119,301,615 Baht in 2013 to 
76,850,840 Baht in 2014. Meanwhile, the budget to support projects related to NCDs 
increased 2.4 times, from 3,562,640 Baht in 2013 to 11,999,714 Baht in 2014. 
325 
5. Platforms for Interaction There are coordination platforms and opportunities 
for synergies across government departments, levels of government, and other 
sectors (NGOs, private sector, and academia) such that policies and actions in 
food and nutrition are coherent, efficient and effective in improving food 
environments, population nutrition, diet-related NCDs and their related health 
impacts in vulnerable populations. 
Indicators Thai government evidence (updated on 20th October 2015) 
PLATF1: There 
are robust 
coordination 
mechanisms 
across 
departments and 
levels of 
government 
(national level 
and local level, 
including district 
and sub-district 
levels) to ensure 
policy coherence, 
alignment, and 
integration of 
food, obesity and 
diet-related NCD 
prevention 
policies across 
governments. 
District Health System (DHS)412 
Ministry of Public Health set up a health system at district level (District Health 
System) which is a system with cooperation of district-level offices and all sectors. 
They integrate their available resources, manage knowledge to promote self-care 
skills for people and communities, and share the same targets in promoting health 
and well-being of people.  
The system is a participatory system which communities and cross-sectoral partners 
are teamed up with health network in all heath-related areas and health team. Health 
team is formed among members from the same agency. 
National Food Committee (NFC)391 
In 2008, the National Food Committee (NFC) Act was enacted to frame food 
management policies and strategies in all dimensions and at all levels, including 
facilitating coordination among related agencies charged with strengthening food 
management efficiency and effectiveness. The NFC is the highest legitimate forum 
that allows multisectoral cooperation and total stakeholder participation. It has served 
as a forum for coordination, facilitation and problem solving at a national level while 
all implementation actions are carried out at the local level and within workplaces 
based on similar approaches to those used to alleviate undernutrition under the 
nation’s Poverty Alleviation Plan. It is expected that within a few years, Thailand 
will be able to scale-up these tasks nationwide to prevent over nutrition and NCDs. 
Mechanism through development of National Economic and Social Development 
Plans (NESDP)431 
In formulating the NESDP Plan, the Office of the National Economic and Social 
Development Board has continued to regard participation by a broad cross-section of 
society as a crucial element in drafting this Plan. As a result, ideas were incorporated 
from representatives of stakeholders in every segment of Thai society.  
Goal of the current NESDP (11th) (2012-2016) includes utilization of available assets 
to promote cooperation and integration of all relevant sectors, academia, business and 
NGOs to strengthen national food and nutrition security. 
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Integration mechanism of Ministry of Public Health432 
Ministry of Public Health (MOPH) has set up an integration mechanism for 
implementation of all health related strategies across central administrative offices of 
MOPH, starting from implementation planning, developing interventions, targets, 
program and projects, to budgeting. The integration mechanism uses the existing 
mechanism of committee on specific health issues, which is chaired by the director of 
relevant MOPH departments. The chairs and members of all committee groups have 
worked together in identifying problems, developing interventions, targets, indicators 
and expected outcomes, and estimating budget for implementation of MOPH policy 
and strategy. It also includes providing supports, monitoring and evaluating policy 
actions in each health related areas, and solving problems that occur. 
Memorandum of Understanding (MOU) on monitoring advertising of foods, 
medicines and health products which is illegal or appears to be taking advantage 
of consumers through radio and television broadcasting433 
In June 6, 2012 Office Of The National Broadcasting Telecommunications 
Commission (NBTC), the Food and Drug Administration, and Consumer Protection 
Police Division, signed the MOU for cooperation in monitoring advertising of foods, 
medicines and health products, which is illegal or appears to be taking advantage of 
consumers through radio and television broadcasting.   
The key of the MOU is about cooperation among organizations to integrate 
implementation for consumer protection on the advertising of food, medicine and 
health products, which is illegal or appears to be taking advantage of consumers in 
the radio and television broadcasting by exchanging and sharing knowledge, 
information, data and views for faster and timely implementation. This also includes 
promotion of and support for communicating information and knowledge to the 
public and effective law enforcement for consumer protection to prohibit illegal or 
inappropriate advertising. 
In order to achieve the MOU objectives, a working group has been set up from the 
four agencies. Representatives of the Subcommittee on consumer protection in radio 
and television broadcasting, professionals and consumer protection networks were 
also invited to join the working group to develop a plan for action. 
This agreement is effective for a period of three years from the date of signing. 
PLATF2: There 
are formal 
platforms 
between 
government and 
the commercial 
food sector to 
implement 
healthy food 
policies. 
National Health Assembly (NHA)407 
Under Heath Act, NHA is designed as an instrument as well as a learning process to 
develop participatory public policies on health and pushing for practicability to 
advance the public policies on health at national and local levels. This is conducted 
under extensive evidence-based participatory processes across public and private 
sectors to produce a brief technical report as well as a ‘draft resolution’ on each 
policy agenda item. Then the resolutions adopted from the health assemblies are 
passed through various channels e.g. the cabinet and relevant organizations and local 
governments. The NHA has been started functioning since 2008. A number of food-
related policy agenda were developed and driven into actions through this process.  
1st NHA  Agriculture and food in the era of crisis 
2nd NHA  Management of overweight and obesity 
3rd NHA  Control of food marketing strategy for infants and young children 
4th NHA  Food safety: managing reuse of deteriorating cooking oil 
5th NHA  Food safety: solving problems from agricultural chemicals 
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6th NHA  Strategic Plan for Tackling Illegal Advertisements of Drugs,  
  Foods, and Health Products (2014-2018),  
  School food system management, and 
  The goals of preventing and controlling non-communicable disease    
   in Thailand 
7th NHA  Development of Thailand global strategy 
National Food Committee (NFC)391 
The NFC is the highest legitimate forum that allows multisectoral cooperation and 
total stakeholder participation. It has served as a forum for coordination, facilitation 
and problem solving at a national level while all implementation actions are carried 
out at the local level and within workplaces based on similar approaches to those 
used to alleviate undernutrition under the nation’s Poverty Alleviation Plan. It is 
expected that within a few years, Thailand will be able to scale-up these tasks 
nationwide to prevent overnutrition and NCDs. 
In November 30th 2011, the NFC appointed three thematic committees to facilitate 
and to coordinate implementation of a Strategic Framework for Food Management 
(SFFM). This includes the committees responsible for food and nutrition, so called 
Group 3 Committee on Linking of Food, Nutrition and Health. This Committee aims: 
(i) to standardize and harmonize nutrition indicators; (ii) to strengthen food and 
nutrition information, education and communication, including promotion of food-
based dietary guidelines (FBDGs) and dietetic education for different age groups; 
(iii) to promote greater consumption of fruit and vegetables and to reduce the intake 
of fatty, sugary and salty foods; (iv) to facilitate implementation of food and nutrition 
programs among communities, schools and workplaces using a life course approach 
aimed at eliminating the remnants of undernutrition and at preventing and controlling 
overweight, obesity and NCDs; and (v) to promote nutritional well-being as part of 
health promotion in communities and workplaces. 
Subcommittee to develop and promote the use of simple nutrition labels. 
(Healthier logo)434 
The National Food Committee (NFC) appointed the Subcommittee to develop and 
promote the use of simple nutrition labels. The structure of the Subcommittee 
includes 19 representatives from government, NGOs and industry according to the 
announcement of the NFC thematic committee No. 5/2014 on appointment of the 
Subcommittee to develop and promote the use of simple nutrition labels, which was 
signed to be effective in November 29th 2014.  
PLATF3: There 
are formal 
platforms for 
regular 
interactions 
between 
government and 
civil society on 
food policies and 
other strategies to 
improve 
population 
nutrition. 
National Health Assembly (NHA)407 
Under Heath Act, NHA is designed as an instrument as well as a learning process to 
develop participatory public policies on health and pushing for practicability to 
advance the public policies on health at national and local levels. This is conducted 
under extensive evidence-based participatory processes across public and private 
sectors (including civil society) to produce a brief technical report as well as a ‘draft 
resolution’ on each policy agenda item. Then the resolutions adopted from the health 
assemblies are passed through various channels e.g. the cabinet and relevant 
organizations and local governments. The NHA has been started functioning since 
2008. A number of food-related policy agenda were developed and driven into 
actions through this process.  
1st NHA  Agriculture and food in the era of crisis 
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2nd NHA  Management of overweight and obesity 
3rd NHA  Control of food marketing strategy for infants and young children 
4th NHA  Food safety: managing reuse of deteriorating cooking oil 
5th NHA  Food safety: solving problems from agricultural chemicals 
6th NHA  Strategic Plan for Tackling Illegal Advertisements of Drugs,  
  Foods and Health Products (2014-2018),  
  School food system management, and 
  The goals of preventing and controlling non-communicable disease    
  in Thailand 
7th NHA  Development of Thailand global strategy 
National Food Committee (NFC)391 
The NFC is the highest legitimate forum that allows multisectoral cooperation and 
total stakeholder participation. It has served as a forum for coordination, facilitation 
and problem solving at a national level while all implementation actions are carried 
out at the local level and within workplaces based on similar approaches to those 
used to alleviate undernutrition under the nation’s Poverty Alleviation Plan. It is 
expected that within a few years, Thailand will be able to scale-up these tasks 
nationwide to prevent overnutrition and NCDs. 
In November 30th 2011, the NFC appointed three thematic committees to facilitate 
and to coordinate implementation of a Strategic Framework for Food Management 
(SFFM). This includes the committees responsible for food and nutrition, so called 
Group 3 Committee on Linking of Food, Nutrition and Health. This Committee aims: 
(i) to standardize and harmonize nutrition indicators;  
(ii) to strengthen food and nutrition information, education and communication, 
including promotion of food-based dietary guidelines (FBDGs) and dietetic education 
for different age groups;  
(iii) to promote greater consumption of fruit and vegetables and to reduce the intake 
of fatty, sugary and salty foods;  
(iv) to facilitate implementation of food and nutrition programs among communities, 
schools and workplaces using a life course approach aimed at eliminating the 
remnants of undernutrition and at preventing and controlling overweight, obesity and 
NCDs; and  
(v) to promote nutritional well-being as part of health promotion in communities and 
workplaces. 
Mechanism through development of National Economic and Social Development 
Plans (NESDP)431 
In formulating the NESDP Plan, the Office of the National Economic and Social 
Development Board has continued to regard participation by a broad cross-section of 
society as a crucial element in drafting this Plan. As a result, ideas were incorporated 
from representatives of stakeholders in every segment of Thai society.  
Goal of the current NESDP (11th) (2012-2016) includes utilization of available assets 
to promote cooperation and integration of all relevant sectors, academia, business and 
NGOs to strengthen national food and nutrition security. 
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PLATF4: The 
government leads 
a coherent, 
integrated and 
sustainable large 
scale community-
based approach 
with local 
organizations 
(e.g. NGOs, local 
administration 
and private 
sector) to 
improve the 
healthiness of 
food 
environments at a 
national level. 
Strategic Framework of Food Security in Food Safety and Nutrition for Public 
Health budget year 2012-2016  
This Framework was developed on a basis of information on food safety and 
nutrition situation in Thailand. This document also took into account the 2012-2016 
Framework on food management in Thailand which by National Food Committee, 
the Strategy on food safety standard of agricultural and food products in the fiscal 
year 2010-2013 by Ministry of Agriculture and Cooperatives, and the 10th (2007 - 
2011) and 11th (2012 - 2016) National Economic Social and Development Plan. 
The Strategic Framework aims for safety and nutritional quality of foods sold in 
markets.  
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6. Health-in-all-policies Processes are in place to ensure policy coherence and 
alignment, and that population health impacts are explicitly considered in the 
development of government policies. 
Indicators Thai government evidence (updated on 20th October 2015) 
HIAP1: There 
are processes in 
place to ensure 
that population 
nutrition, health 
outcomes and 
reducing health 
impacts in 
vulnerable 
populations are 
considered and 
prioritized in the 
development of 
all government 
policies relating 
to food. 
There is no such policy in place. 
HIAP2: There 
are processes 
(e.g. health 
impact 
assessments) to 
assess and 
consider health 
impacts during 
the development 
of other non-food 
policies. 
Health impact assessment (HIA)435 
Thailand has health impact assessment mechanism as a means of joint learning 
process of society to analyse impacts on health of people from policies or projects in 
order to support a decision-making. The food-related policies being assessed include 
agricultural and rural policy while non-food policies are on industry and energy, 
urban and transportation, water resource management policy, and international trade 
and agreements.435 There are four pillars of Thai HIA set up.436  
1. HIA Commission 
- Develop HIA rules, procedures and methods, as well as encouraging various 
sectors to comply with such rules. 
- Link directly to the Cabinet and relevant departments in order to propose results 
of HIA as a part of decision-making. 
2. HIA Consortium  
- Do research and develop body of knowledge concerning HIA in Thailand, as 
well as building and capacity of HIA personnel in all areas as scholar network in 
university across the country. 
- Initiate HIA R&D Unit in universities including Khonkaen University, Chiang 
Mai University, Naresuan University, Mahidol University and Prince of 
Songkhla University, Hat Yai Campus. 
3. Community HIA Network (CHIA) 
- Empower community so that communities can conduct HIA and use information 
in order to share, discuss and negotiate during public policy making processes 
which will lead to the most beneficial development for community’s well-being. 
- Raise CHIA from case studies to learning spaces and synthesized knowledge 
about CHIA. 
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4. HIA Network in ASEAN 
Share and learn about HIA in ASEAN Community to support trans-border impact 
assessment. 
Community HIA Network (CHIA)436 
There are two groups and four types of HIA-compulsory basis (HIA in EIA) and 
voluntary basis (HIA at the policy level that conducted by responsible organizations; 
HIA requested by people in accordance with rights to health in the Act; Community 
HIA).437 
CHIA is considered as a social tool for community development with a focus on 
community’s determination on their future.436 Its strong point lies in a self-design by 
communities on appropriate tools and process of HIA. They also conduct HIA by 
themselves. As a result, the tools and process are different according to the context, 
way of living and culture of each community. 
This process creates a bottom-up health promotion in which communities collectively 
make it up through developing healthy public policies, strengthening communities 
and creating an enable environment. The four working steps: developing tools, 
assessing the health of a community, moving forward to decision-making process, 
monitoring and evaluation. 
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Benchmarks of food policy domains in creating healthy food 
environments in reducing obesity and non-related NCDs  
(Source: Swinburn, B., Dominick, C.H. and Vandevijvere, S. Benchmarking Food 
Environments: Experts’ assessments of policy gaps and priorities for the New 
Zealand Government, Auckland: University of Auckland. 2014) 
Updated version (as of 28th May 2015) 
Food Composition:  
COMP 1:   
1. In Argentina in 2013, the government adopted a law on mandatory maximum levels of sodium 
permitted in meat products and their derivatives, breads and farinaceous products, soups, seasoning 
mixes and tinned foods (law no. 26.905 on Maximum Levels of Sodium Consumption). Large 
companies have to meet the sodium targets by December 2014, small and medium sized companies 
by June 2015. Infringements by producers and importers maybe sanctioned, the most severe penalties 
being fines of up to one million pesos, in case of repeat infringements up to ten million pesos, and the 
closing of the business for up to five years.438 
2. In 2013, the South African Department of Health adopted targets for salt reduction in 13 food 
categories by means of regulation (Foodstuffs, Cosmetics and Disinfectants Act). There is a stepped 
approach with food manufacturers given until June 2016 to meet one set of category-based targets 
and another three years until June 2019 to meet the next.438 
3. The UK salt reduction programme was a successful comprehensive voluntary approach439; The 
approach was voluntary, but with threat of legislation. Since the salt reduction programme started in 
2003/2004, significant progress has been made as demonstrated by the reductions in salt content in 
many processed foods and a 15% reduction in 24-h urinary sodium over 7 years (from 9.5 to 8.1 g per 
day, P<0.05). In March 2006 the Food Standards Agency published the original voluntary salt 
reduction targets for 85 categories of foods. The updated reduction targets for 2010-2012440 and those 
for 2017441 can be found online.  
4. In 2009, New York City established voluntary salt guidelines for various restaurant and store-bought 
foods. In 2010, this city initiative evolved into the National Salt Reduction Initiative that encouraged 
nationwide partnerships among food manufacturers and restaurants involving more than 100 city and 
state health authorities to reduce excess sodium by 25% in packaged and restaurant foods and by 20% 
among the population by 2014.The National Salt Reduction Initiative has worked with the food 
industry to establish salt reduction targets for 62 packaged foods and 25 restaurant food categories for 
2012 and 2014.442,443  
5. In Denmark a law introduced in 2003 prohibits the sale of products containing trans fats, a move that 
effectively bans its use in products destined for sale on the Danish market.438  
6. In New York City, trans fats were banned in chain restaurant meals to less than 0.5 g per serving in 
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2006. The pre- and post-trans fat monitoring showed substantial declines compared to other US cities 
where no bans or legislation was enacted to establish mandatory food labeling standards.444 
Food Labelling:  
LABEL1:  
1. In a range of countries around the world, including New Zealand, producers and retailers are required 
by law to provide a nutrient list on pre-packaged food products (with limited exceptions), even in the 
absence of a nutrition or health claim. The rules define which nutrients must be listed and on what 
basis (e.g. per 100g/per serving).438 
2. In Finland national legislation regarding the compulsory use of warning labels on high-salt foods has 
been in place since 1993. The legislation is applied to all the food categories that make a substantial 
contribution to the salt intake of the Finnish population. Foods that are high in salt are required to 
carry a “high salt content” warning. A “high salt content” must be labelled, if the salt content is more 
than 1.3% in bread, 1.8% in sausages, 1.4% in cheese, 2.0% in butter, and 1.7% in breakfast cereals 
or crisp bread.438 
3. In 2012, the Chilean government approved a ‘Law of Nutritional Composition of Food and 
Advertising’. It provided framework legislation to define the limits of energy, saturated fats, sugar 
and sodium content to be considered ‘in excess’ in a food; and enable the use of a warning message 
and a graphic design on food labels to communicate the “excess”. The law is scheduled to be 
implemented later in 2015.438 
4. In Argentina, Brazil, Canada, Hong Kong, Paraguay, South Korea, Taiwan, and United States nutrient 
lists on pre-packaged food must, by law, include the trans fat content of the food. The rules generally 
define how the trans fat content must be listed, and on what basis (e.g. per 100g/100ml or per 
serving). If the trans fat content falls below a certain threshold, it may be listed as 0g (e.g. less than 
0.5g per serving, or less than 0.3g per 100g of food product). 
LABEL2:   
1. A law (Standard 1.2.7)445,446 approved in 2013 regulates the use of nutrition content and health claims 
on food labels and in advertisements in Australia and New Zealand. Health claims must be based on 
pre-approved food-health relationships or self-substantiated according to government requirements. 
Health claims are only permitted on foods that meet nutritional criteria, as defined by a nutrient 
profiling model. Few countries have such a nutrient profiling model in place. Although nutrition 
content claims need to meet certain criteria set out in the Standard, there are no generalized 
nutritional criteria that restrict their use on “unhealthy” foods. 
2. Regulation 1924/2006 establishes EU-wide rules on the use of specified nutrient content and 
comparative claims (i.e. levels of fat for a low fat claim). Nutrition claims can only be used on foods 
defined as “healthy” by a nutrient profile (nutrient profile not yet defined). This regulation applies in 
Iceland and Norway as members of the European Free Trade Agreement participating in the 
European single market.438  
LABEL3:  
1. In the UK a new consistent system of front-of-pack food labelling has been introduced: A 
combination of colour coding and nutritional information is used to show how much fat, salt and 
sugar and how many calories are in each product. It is estimated that about 60% of foods will be 
covered by the system because it will remain voluntary. In 2013, the government published national 
guidance for voluntary ‘traffic light’ labelling for use on the front of pre-packaged products. The label 
uses green, amber and red to identify whether products contain low, medium or high levels of energy, 
fat, saturated fat, salt and sugar. 
2. In Ecuador, mandatory multiple traffic light front-of-pack labelling has been approved by 
government, but not yet implemented. A regulation of the Ministry of Health published in 2013 will 
require packaged foods to carry “traffic light” labels with red, orange and green signals in Ecuador.438 
334 
Updated version (as of 28th May 2015) 
3. Australia is in the final stages of implementing a Health Star Rating system which will be voluntary 
but become mandatory if insufficient uptake by industry.  
LABEL4:   
1. Since 2010, in South Korea, the Special Act on Safety Control of Children’s Dietary Life has required 
all chain restaurants with 100 or more establishments to display nutrient information on menus 
including energy, total sugars, protein, saturated fat and sodium on menus from 2010.438  
2. In the US the Patient Protection and Affordable Care Act (2010) requires that all chain restaurants 
with 20 or more establishments display energy information on menus. The Food and Drug 
Administration has yet to issue the implementing rules. Four states (e.g. California), five countries 
(e.g. King County, Washington State) and three municipalities (e.g. New York City) already have 
regulations requiring chain restaurants (often chains with more than a given number of outlets) to 
display calorie information on menu and display boards. These regulations will be pre-empted by the 
national law once implemented.438 
3. Legislation in Australian Capital Territory (Food Regulation 2002) and the States of New South 
Wales (Food Regulation 2010) and South Australia (Food Regulation 2002) requires restaurant chains 
(e.g. fast food chains, ice cream bars) with ≥20 outlets in the state (or seven in the case of ACT), or 
50 or more across Australia, to display the kilojoule content of food products on their menu boards. 
The display must be clear and legible. Average adult daily energy intake of 8700kj must also be 
prominently featured. Other chains/food outlets are allowed to provide this information on a 
voluntary basis, but must follow the provisions of the legislation. 
Food Promotion:  
PROMO1: 
1. Norway and Sweden banned all food advertising targeting children aged younger than 12 years since 
1990. 
2. Quebec has banned all advertising to children under the age of 13 since 1980.447 
3. In Ireland advertising and other forms of commercial communication of unhealthy foods, as defined 
by a nutrient profiling model, are prohibited during children’s TV and radio programmes where over 
50% of audience are under-18. Content rules also apply to commercial communications for unhealthy 
foods broadcast outside of children’s programmes but which are directed at children. The 2005 
Children’s Advertising Code states that food advertising to children under the age of 15 must not 
feature celebrities.438 
4. In South Korea TV advertising is prohibited for specific categories of food before, during and after 
programmes shown between 5-7pm and during other children’s programmes. Children are defined as 
younger than 18 years of age. The restriction also applies to communication that is assumed to target 
children (e.g. where free toys are included). The regulation of TV advertisements also applies to the 
Internet.438 
5. In November 2006, following an extended period of analysis and consultation, Ofcom, an 
independent communications regulator in the UK, announced a ban on television advertising of 
products high in fat, salt or sugar during children’s airtime and around programmes with a 
disproportionately high child audience. 
Advertising of unhealthy foods, as defined by a nutrient profiling model, is prohibited during TV and 
radio programmes that have 20% more viewers under 16 years old relative to the general viewing 
population (includes sponsorship of TV programmes). Ofcom’s principal aim was to reduce the 
exposure of children to advertising of unhealthy foods. Unhealthy products were defined by reference 
to a nutrient profiling model developed by the Food Standards Agency (FSA). The final phase came 
into force on 1 January 2009, when all advertising for products high in fat, salt or sugar (HFSS) was 
banned from children’s channels (terrestrial as well as cable and satellite channels). In the UK, the 
335 
Updated version (as of 28th May 2015) 
data show a 51% reduction in exposure (impacts) to TV advertisements high in fats, sugars or salt 
during the period 2007–2010 for children aged 5–9 years, and a reduction of 23% for children aged 
10–15 years in a wide segment of TV programming. While the number of HFSS advertisements 
(spots) shown during children’s programming fell from 0.3 m in Q1 2005 to virtually zero in 2009, 
the numbers of advertisements for HFSS foods shown in non-child programming (but still seen by 
children) rose in the same period.448 
6. In 2013, the “Promoting Healthy Food for Children Act” was passed into law in Peru. The law 
includes a range of provisions designed to discouraged unhealthy diets, including food advertising. 
The law states that advertising that is directed to children and adolescents under 16 years old and is 
disseminated through any format or media, should not stimulate the consumption of food and non-
alcoholic drinks, with “trans” fat, high content of sugar, sodium and saturated fats. The law requires 
implementing regulations in order to be applied.438 
7. CONANDA (National Council for the Rights of Children and Adolescents), a government agency 
attached to the Department of Human Rights of Brazil, has passed a resolution, with the force of law, 
banning advertising towards children in Brazil. Although there is uncertainty as to how this resolution 
will be enforced, it marks a landmark shift in Brazil for marketing to children. The resolution states 
that “the practice of directing advertising and marketing communication to children with the intention 
of persuading them to consume any product or service” is abusive and, therefore, illegal as per the 
Consumer Defence Code. With the resolution, starting immediately, the following methods of 
marketing to children is considered prohibited: print ads, television, commercials, radio sports, 
banners and sites, packaging, promotions, merchandising, actions on shows, and point-of-sale 
presentations directed at children.449 
PROMO2:   
1. In 2011 the Spanish Parliament approved a Law on Nutrition and Food Safety, which stated that 
kindergartens and schools should be free from advertising. Implementation, which is reportedly not 
enforced, is at the discretion of regional authorities.438 
2. Conanda (National Council for the Rights of Children and Adolescents), a government agency 
attached to the Department of Human Rights of Brazil, has passed a resolution, with the force of law, 
banning advertising towards children in Brazil. The text of the resolution also considers abusive any 
advertising and market communication in day care centres and nurseries, as well as elementary 
schools, including advertising on school uniforms and classroom material.449 
3. In 2013, the government of Uruguay adopted Law No 19,140 “Healthy foods in schools” to prohibit 
all forms of advertising and marketing of foods and drinks that don’t meet the nutrition standards. 
The law began to be implemented in 2015.438 
4. In 2012, the Chilean government approved a Law of Nutritional Composition of Food and 
Advertising (Ley 20, 606). It provided framework legislation to: define the limits of energy, saturated 
fats, sugar and sodium content to be considered “in excess" in a food; enable the use of a warning 
message and a graphic design on food labels to communicate the “excess” (see “N”); and restrict 
advertising directed to children under aged 14 of foods in the “excess” category. The government 
convened an expert committee to develop the implementing norms and released it for public 
consultation. The consultation was completed in October 2014. A final proposal for the norms is 
expected in December 2014. The norms define advertising targeted to children as TV programs with 
an audience of greater than 20% children, and according to the design of the advertisement. 
Promotional incentives, such as toys are included in the ban, as is advertising of foods in schools. The 
law is scheduled to be implemented soon within 2015.438 
Food Prices:  
PRICES1:   
1. GST exemption exists for basic foods (including fresh fruits and vegetables) in Australia. 
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2. In Tonga in 2013, as part of a broader package of fiscal measures, import duties were lowered from 
20% to 5% for imported fresh, tinned or frozen fish in order to increase affordability and promote 
healthier diets.438 
3. All unprocessed food stuffs are zero-rated value-added tax in the UK. A range of unhealthy foods 
have standard rated value-added tax.450  
PRICES2:  
1. In December 2013, the Mexican legislature passed two new taxes as part of the national strategy for 
the prevention of overweight, obesity and diabetes. An excise duty of 1 peso ($0.80) per litre applies 
to sugary drinks. Sugary drinks are defined under the new law as all drinks with added sugar, 
excluding milks or yoghurts. This is expected to increase the price of sugary drinks by around 10%. 
An ad valorem excise duty of 8% applies to foods with high caloric density, defined as equal to or 
more than 275 calories per 100 grams. The food product categories that are affected by the tax 
include chips and snacks; confectionary; chocolate and cacao based products; puddings; peanut and 
hazelnut butters. The taxes entered into force on 1 January 2014.438 The aim is for the revenue of 
taxes to be reinvested in population health, namely providing safe drinking water in schools. 
2. In French Polynesia a domestic excise duty on sweetened drinks, beer, confectionary and ice cream 
has been in place since 2002. The tax aims to raise funds for prevention-oriented health programmes, 
as well as discourage consumption. The tax is around $0.44 per litre on domestically-produced 
drinks.438 
3. In Hungary a “public health tax” adopted in 2012 is applied on the salt, sugar and caffeine content of 
various categories of ready-to-eat foods, including soft drinks (both sugar- and artificially-
sweetened), energy drinks, pre-packaged sugar-sweetened products. The tax is applied at varying 
rates. Soft drinks, for example, are taxed at $0.24 per litre, and other sweetened products at $0.47 per 
litre.438 
4. In Tonga, as of 2013, soft drinks containing sugar or sweeteners are taxed at $0.50 per litre. Animal 
fat products (e.g. lard and drippings) are taxed at $1 per kilogram.438 
PRICES3:  
1. In Singapore as part of the Healthier Hawker programme, manufacturers are able to tap into non-
health related government funding for productivity and innovation to improve logistics and efficiency 
in supply of healthier oils and healthier staples, with a view to making prices competitive.438 
2. The New York City Health Department District Public Health Offices distribute ‘Health Bucks’ to 
farmers’ markets. When customers use income support (e.g. Food Stamps) to purchase food at 
famers’ markets, they receive $2 back in ‘Health Bucks’, which can then be used to purchase fresh 
fruits and vegetables.438 
PRICES4:  
1. In 2009, the U.S. Department of Agriculture’s implemented revisions to the Special Supplemental 
Nutrition Program for Women, Infants, and Children (WIC) to improve the composition and 
quantities of WIC-provided foods from a health perspective. The revisions include: Increase the 
dollar amount for purchases of fruits and vegetables, expand whole-grain options, allow for yoghurt 
as a partial milk substitute, allow parents of older infants to buy fresh produce instead of jarred infant 
food and give states and local WIC agencies more flexibility in meeting the nutritional and cultural 
needs of WIC participants.438 
2. The WIC Farmers’ Market Nutrition Program (FMNP) is associated with the Special Supplemental 
Nutrition Program for Women, Infants and Children, popularly known as WIC. The WIC FMNP was 
established by Congress in 1992, to provide fresh, unprepared, locally grown fruits and vegetables to 
WIC participants, and to expand the awareness, use of, and sales at farmers’ markets. Women, infants 
(over 4 months old) and children that have been certified to receive WIC program benefits or who are 
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on a waiting list for WIC certification are eligible to participate in the WIC FMNP. State agencies 
may serve some or all of these categories. A variety of fresh, nutritious, unprepared, locally grown 
fruits, vegetables and herbs may be purchased with FMNP coupons. State agencies can limit sales to 
specific foods grown within State borders to encourage FMNP recipients to support the farmers in 
their own States.451  
3. The Senior Farmers’ Market Nutrition Program (SFMNP) awards grants to States, U.S. Territories, 
and federally recognized Indian tribal governments to provide low-income seniors with coupons that 
can be exchanged for eligible foods (fruits, vegetables, honey, and fresh-cut herbs) at farmers’ 
markets, roadside stands, and community-supported agriculture programs.452 
4. In 2012, the USDA piloted a “Healthy Incentives Pilot” as part of the Supplemental Nutrition 
Assistance Program (SNAP, formerly “food stamps”). 
5. Participants received an incentive of 30 cents per US$ spent on targeted fruit and vegetables 
(transferred back onto their SNAP card).438 
6. The New York City Health Department District Public Health Offices distribute ‘Health Bucks’ to 
farmers’ markets. When customers use income support (e.g. Food Stamps) to purchase food at 
famers’ markets, they receive $2 back in ‘Health Bucks’, which can then be used to purchase fresh 
fruits and vegetables.438 
Food Provision:  
PROV1:  
1.  In Australia five states or territories have implemented mandatory standards in schools based on 
either the national voluntary guidelines or nutrient and food criteria defined by the state. ‘Red 
category’ foods are either completely banned in schools or heavily restricted. 
2. In 2006, the Latvian government implemented legislation that prohibited the sale/availability of soft 
drinks, drinks with added colours, sweeteners, preservatives and caffeine on all school premises. 
Food served in educational institutions, hospitals and long-term social care institutions may not 
exceed 1.25g of salt per 100g of food product; fish products may contain up to 1.5g of salt per 100g 
of product.438 
3. England and Scotland have mandatory nutritional standards for school food, that also apply to food 
provided in schools other than school lunches. These standards apply to all state schools and restrict 
foods high in fat, salt and sugar, as well as low quality reformed or reconstituted foods.438 
4. As part of the Public Health Act (2004) in France, there is a ban on vending machines in all schools. 
Fruit and bottled water are made available.438 
5. Brazil has one of the largest school feeding programs in the world. Not only nutrition standards are 
set, but also the law requires schools to buy locally grown or manufactured products, supporting 
small farmers and stimulating the local economy. The law, approved in 2001, requires that 70% of the 
food served to children in school meal programs be unprocessed and another law, approved in 2009, 
that 30% of the program budget should be used to purchase fresh foods directly from family farms 
and their cooperatives. 
6. The reduction of salt, fat and sugar content in food served in all canteens in schools, kindergartens 
and childcare centres was mandated by ordinances in 2009, 2011, and 2013 respectively. In addition, 
there are restrictions in place for certain unhealthful foods and drinks in vending machines. 
Compliance with the ordinances is monitored by the Regional Health Inspectorates who may fine 
offenders.438 
7. In 2008, the National Nutrition Council approved nutrition recommendations for school meals. These 
include food and nutrient recommendations for salt, fibre, fat, starch, fat and salt maximums for meat 
and processed meat, and drinks. There are also criteria for snacks provided in schools. In 2009, 
legislation required products entitled to EU subsidies under the School Milk Scheme to meet 
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nutritional criteria, including maximum levels of salt content. The criteria are set jointly by the 
Finnish National Nutrition Council and KELA, the Social Insurance Institution of Finland.438 
8. A ban on vending machines on school premises was adopted in 2010 (since incorporated into the 
2013 School Nutrition Law). It was introduced to reduce consumption of unhealthy foods, but also to 
decrease possible marketing space on the exterior of vending machines.438 
PROV2:  
1. In 2007, New York City (NYC) began developing a nutrition policy for all foods purchased, served, 
or contracted for by City agencies.453 A Food Procurement Workgroup was created with 
representatives from all City agencies that engaged in food purchasing or service, and the NYC 
Health Department served as technical advisor. The NYC Standards for Meals/Snacks Purchased and 
Served (Standards) became a citywide policy in 2008. The first of its kind, the Standards apply to 
more than 3000 programs run by 12 City agencies. New York City has an Executive Order setting 
nutritional standards for all food purchased or served by city agencies, which applies to prisons, 
hospitals and senior care centres. 
2. Vending machines dispensing crisps, chocolate and sugary drinks are prohibited in National Health 
Service hospitals in Wales. Guidance issued by the Welsh government defines what is allowed and 
not allowed, and has liaised with major vending providers to find ways to introduce healthier food 
and drink options.438 
3. In 2008, the Scottish government issued guidelines to National Health Service chief executives on the 
provision of competitively priced fruit and vegetables in hospital settings and the removal of all soft 
drinks with a sugar content greater than 0.5g per 100ml (pure fruit juice is exempt).438 
4. Los Angeles county has used health impact assessments relating to healthy food to inform public 
procurement bid specifications.438 
5. In 2008, the Government Vending Machine Policy was implemented in government offices and 
facilities to ensure access to healthy snacks and beverages for staff. The policy requires that all food 
and beverages in vending machines on government premises meet specific criteria based on levels of 
total fat, saturated fat, trans fat, sodium and sugar. The criteria exclude nuts and 100% fruit juices.438 
6. Government Decree 564/2003 on "supporting meals at universities" requires meals to meet specific 
nutritional criteria in order to quality for government subsidies. Nutrition recommendations were first 
published in 2003, revised in 2008 and updated in 2011. The Finnish National Nutrition Council and 
KELA, the Social Insurance Institution of Finland jointly set the updated recommendations. They 
include compulsory meal components, nutritional criteria for all meal components (total fat, saturated 
fat, salt, fibre), consumer advice and guidance for healthy choices, rotation of menus, number of 
meals that have to meet the criteria for nutritional quality and criteria adherence guidelines. The 
updated nutrition recommendations came into effect 1 January 2013.438 
PROV3:   
1. In May 2009, President Obama tasked the Office of Personnel Management with developing wellness 
best practices and a plan for the federal workforce. In addition, the White House Offices of 
Management and Budget and Health Reform began working with federal agencies to provide 
healthier food choices to federal employees. This effort to improve food choices at federal facilities 
was led by the U.S. General Services Administration (GSA). Health and Human services (HHS) and 
USDA joined the effort in late 2009. In 2010, CDC formed the federal food service guidelines team 
(HHS (CDC, FDA, NIH, ASA, ASPE), GSA, and USDA), which translated the Dietary Guidelines 
for Americans and evidence-based sustainability recommendations into institutional food service 
practices to create the HHS and GSA Health and Sustainability Guidelines for Federal Concessions 
and Vending Operations HHS/GSA Guidelines, released in March, 2011. The goal of the HHS/GSA 
Guidelines is to assist in increasing healthy food and beverage choices and sustainable practices 
wherever people buy or are served food.454 
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2. Many New South Wales public schools provide a canteen service for their students. School canteens 
can be run by Parents and Citizens’ Associations, by schools themselves or leased to private 
companies. The Fresh Tastes NSW Healthy School Canteen Strategy requires all NSW government 
schools to provide a healthy, nutritious canteen menu in line with the Australian Dietary Guidelines 
for Children and Adolescents. The Canteen Menu Planning Guide with Communication Kit, the Fresh 
Tastes Tool Kit, the Fresh Ideas for a Healthy School Canteen recipe file and the ‘Come into my 
Canteen’ DVD have been developed to assist schools in implementing the Strategy.455 
PROV4:  
- 
Food Retail:  
RETAIL1:  
1. In 2008, the Los Angeles City Council, in the United States (USA), approved a 1-year moratorium on 
the opening of new fast food establishments in several south Los Angeles neighbourhoods with high 
fast food density and high obesity.456 
2. In Detroit, USA, the zoning code prohibits the building of fast food restaurants within 500 ft. of all 
elementary, junior and senior high schools.456 
3. In South Korea the Act establishes ‘Green Food Zones’, banning the sale of fast foods and soda 
within 200 metres of schools. The law was implemented in 2009-2010.457 
RETAIL2:  
1. The Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) requires WIC 
authorized stores to stock certain healthier products (e.g. wholegrain bread).438 
2. New York City initiated "Shop Healthy NYC" (formerly called “Healthy Bodegas’) in 2005. The aim 
of Shop Healthy NYC is to work with communities – including residents, food retailers, and food 
suppliers and distributors – to increase access to healthy foods. Shop Healthy NYC’s main focus is on 
those neighborhoods with high rates of obesity and limited access to nutritious foods. In the initiative, 
Department of Health staff work with shop owners to sell more low-fat milk, low-salt and no-sugar-
added canned goods, and to improve the quantity, quality and display of fresh foods. The initiative 
targets both supply and demand by helping retailers to stock and promote healthy foods, and by 
collaborating with distributors and suppliers to facilitate wholesale purchases. It also engages 
communities by encouraging New Yorkers to adopt a shop in their neighbourhood. The Department 
of Health issued a guideline "How to Adopt a Shop" in 2013 as a guide to communities working with 
local retailers.438 
Food Trade & Investment:  
TRADE1:  
1. European commission launches online public consultation on provisions and investor protection in 
Transatlantic Trade and Investment Partnership.458 
2. There has been very little systematic monitoring of the impacts of trade agreements from any 
perspective, and nothing from a food environment/obesity perspective. There is some ex-post 
evidence of the direct impacts of the North American Free Trade Agreement (NAFTA) agreement on 
agricultural and food product imports/exports between US and Mexico, as well as indirect impacts on 
Mexico’s food industry and domestic agricultural production. The flow of several key products 
between the United States and Mexico was plotted over the 14-year NAFTA period (1994-2008). 
Directly and indirectly, the United States has exported increasing amounts of corn, soybeans, sugar, 
snack foods, and meat products into Mexico over the last two decades. Facilitated by NAFTA, these 
exports are one important way in which US agriculture and trade policy influences Mexico’s food 
system. Because of significant US agribusiness investment in Mexico across the full spectrum of the 
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latter’s food supply chain, from production and processing to distribution and retail, the Mexican food 
system increasingly looks like the industrialized food system of the United States.459 
TRADE2:  
1. Ghana has set standards to limit the level of fats in beef, pork, mutton and poultry in response to 
rising imports of low quality meat following liberalization of trade. The relevant standards establish 
maximum percentage fat content for de-boned carcasses/cuts for beef (<25%), pork (<25%) and 
mutton (<25% or <30% where back fat is not removed), and maximum percentage fat content for 
dressed poultry and/or poultry parts (<15%).438 
2. Pacific Island countries have been innovative in developing trade-related policy approaches to create 
a less obesogenic food environment. Taxation-based approaches that affect pricing in the region 
include increased import and excise tariffs on sugared beverages and other high-sugar products, 
monosodium glutamate, and palm oil and lowered tariffs on fruits and vegetables. The bans on high-
fat turkey tails and mutton flaps highlight the politics, trade agreements and donor influences that can 
be significant barriers to the pursuit of policy options. Countries that are not signatories to trade 
agreements may have more policy space for innovative action. However, potential effectiveness and 
practicality require consideration. The health sector’s active engagement in the negotiation of trade 
agreements is a key way to support healthier trade in the region.460 
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Leadership:  
LEAD1:  
1. On a city level: Michael Bloomberg (New York) 
2. On a state level: David Davis Victoria Melbourne for the implementation of the Healthy Together 
Victoria systems based approach 
3. Michelle Obama 
4. South Africa’s strategic plan for the prevention and control of non-communicable diseases includes a 
target on reducing the percentage of people who are obese and/or overweight by 10% by 2020 and 
reduce by at least 25% the relative premature mortality (under 60 years of age) from non-
communicable diseases by 2020.461 
5. The Brazilian Strategic Action Plan for Confronting NCDs in Brazil, 2011-2022 specifies national 
targets, including: reduction of the prevalence of obesity in children 5-9 years old from 16.6 % to 
8.0 % in boys and from 11.8% to 5.1% in girls between 2008 and 2022, reduction of the prevalence 
of obesity in male adolescents 10-19 years old from 5.9 % to 3.2% and in female adolescents from 
4.0 % to 2.7 % between 2008 and 2022, halting the rise of obesity in adults, increasing adequate 
consumption of fruits and vegetables, from 18.2% to 24.3% between 2010 and 2022 and reduction of 
the average salt intake of 12 g to 5 g, between 2010 and 2022.462 
LEAD2:  
1. The “Strategic Action Plan for Confronting NCDs in Brazil, 2011-2022 specifies a target of 
increasing adequate consumption of fruits and vegetables, from 18.2% to 24.3 % between 2010 and 
2022 and reduction of the average salt intake of 12 g to 5 g, between 2010 and 2022.462 
2. Health Canada established a multi-stakeholder Sodium Working Group, which agreed a Sodium 
Reduction Strategy for Canada in July 2010. The Strategy sets an interim goal of reducing daily 
sodium intake from 3400 mg to 2300 mg by the year 2016.438 
3. On January 23, 2014 the Dutch Ministry of Health, Welfare and Sport signed an agreement with trade 
organisations representing food manufacturers, supermarkets, hotel, restaurant and caterers to lower 
the levels of salt, saturated fat and calories in food products. Under the agreement, the aim is to 
reduce the mean salt intake from 9g to a maximum of 6g a day by 2020.438 
4. The South African plan for the prevention and control of non-communicable diseases includes a 
target on reducing mean population intake of salt to <5 grams per day by 2020.461 
LEAD3:  
1. The Australian Dietary Guidelines use the best available scientific evidence to provide information on 
the types and amounts of foods, food groups and dietary patterns that aim to: promote health and 
wellbeing, reduce the risk of diet-related conditions and reduce the risk of chronic disease. The 
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Guidelines are for use by health professionals, policy makers, educators, food manufacturers, food 
retailers and researchers. They have recently been updated.463 
2. Brazil has issued new dietary guidelines in 2014. Brazilian health officials designed the guidelines to 
help protect against undernutrition, which is already declining sharply in Brazil, but also to prevent 
the health consequences of overweight and obesity, which are sharply increasing in that country. The 
guidelines are remarkable in that they are based on foods that Brazilians of all social classes eat every 
day, and consider the social, cultural, economic and environmental implications of food choices. 
There are three golden rules:  
 Make foods and freshly prepared dishes and meals the basis of your diet,  
 Be sure oils, fats, sugar and salt are used in moderation in culinary preparations, and  
 Limit the intake of ready-to-consume products and avoid those that are ultra-processed.464 
LEAD4:  
1. One of the first tools that the UK Food Standards Agency devised to help prompt discussions with the 
food industry in the UK on salt reduction was the salt model. This was a theoretical model which 
demonstrated one way in which the 6g intake target could be achieved through both reductions in 
levels of salt in foods and consumers’ discretionary intake of salt.465 A clear salt reduction strategy 
and action framework (including public health campaigns) were developed by the UK Food 
Standards Agency which included the threat of legislation in case the voluntary approach would not 
be successful.439 
LEAD5:  
No benchmarks have been collected so far for this statement.  
An example is the previous HEHA plan in New Zealand prioritized Maori, Pacific people, children and 
lower income groups. 
Governance:   
GOVER1:  
To our knowledge, there are currently no governments who restrict participation of the food industry 
during development of policies. 
GOVER2:  
No benchmarks have been collected so far for this statement. 
GOVER3:  
No benchmarks have been collected so far for this statement.  
An example is New Zealand is No 1 ranking in Transparency International’s Corruption Perceptions 
Index 2013, together with Denmark, obtaining a score of 91% on a total of 177 countries included.466  
GOVER4:  
No benchmarks have been collected so far for this statement.  
An example is New Zealand ranks first on the Social Progress Index, second on the component of access 
to basic knowledge, and seventh on the component of access to information and communications.467 
Monitoring & Intelligence:   
MONIT1:  
1. The Food Standards Australia New Zealand regularly conducts a Total Diet Survey which reports on 
sodium levels in foods. Sodium levels were identified in the surveys in 2003/04 and 2009 and it is 
anticipated that they will be in the 2014 survey.468 A separate review of trans fatty acids in Australian 
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and New Zealand population diets was conducted in 2007 and 2009 and is planned for 2014.469 
2. The UK regularly monitors sodium levels in foods against the Food Standards Agency targets.470 
3. Many countries do have food composition databases available.471 
4.  Currently no country has a comprehensive program to monitor food marketing, to our knowledge. 
Most countries’ policies are reactive, and are based on consumer complaints rather than active 
monitoring. 
5. Australia has good data on food promotion through different media, mostly funded through the New 
South Wales government, and some other state governments in Queensland and South Australia. But 
it is ad hoc and not a monitoring system, and nor is it linked to enforcement of policies. 
6. In England in October 2005, the School Food Trust (‘the Trust’; now called the Children’s Food 
Trust) was established to provide independent support and advice to schools, caterers, manufacturers 
and others on improving the standard of school meals. They perform annual surveys, including the 
latest information on how many children are having school meals in England, how much they cost 
and how they’re being provided. Each year a survey of local authorities in England is conducted to 
collect data on take up of school lunches and to find out about factors affecting take up. The survey 
also gathers contextual information about school lunch provision.472 
MONIT2:  
1. The National Health and Nutrition Examination Survey (NHANES) is a program of studies designed 
to assess the health and nutritional status of adults and children in the United States. The survey is 
unique in that it combines interviews and physical examinations.473 The NHANES program began in 
the early 1960s and has been conducted as a series of surveys focusing on different population groups 
or health topics. In 1999, the survey became a continuous program that has a changing focus on a 
variety of health and nutrition measurements to meet emerging needs. The survey examines a 
nationally representative sample of about 5,000 persons each year. These persons are located in 
counties across the country, 15 of which are visited each year. 
2. Other countries (Japan, US, The Netherlands) also have continuous surveys in place. 
MONIT3:  
1. England’s National Child Measurement Programme was established in 2006 and aims to measure all 
children in England in the first (4-5 years) and last years (10-11 years) of primary school. In 2011-
2012, 565,662 children at reception and 491,118 children 10-11 years were measured.474
MONIT4:  
1. NZ and most OECD countries: Have regular and robust prevalence data for the main diet-related 
NCDs and NCD risk factors. 
MONIT5:  
No benchmarks have been collected so far for this statement.  
An example is National Institutes for Health (NIH) in the US provide funding for rapid assessments of 
natural experiments. The funding establishes an accelerated review/award process to support time-
sensitive research to evaluate a new policy or program expected to influence obesity related behaviours 
(e.g., dietary intake, physical activity, or sedentary behaviour) and/or weight outcomes in an effort to 
prevent or reduce obesity.475 
MONIT6:  
No benchmarks have been collected so far for this statement.  
An example is New Zealand: All Ministry of Health Surveys report estimates by subpopulations in 
particular by ethnicity (including Māori and Pacific peoples), by age, by gender, and by NZDep. 
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Funding & Resources:   
FUND1:  
There is no benchmark available.  
An example is the budget of MoH was $67 million during 2008/09 HEHA period. 
FUND2:  
There is no benchmark available.  
Examples are:  
1. In January 2009, recent funds allocated by major medical research funding bodies to obesity in 
children were investigated in Australia. Websites from the National Health and Medical Research 
Council (NHMRC), Australian Research Council, Diabetes Australia Research Trust and National 
Heart Foundation (NHF) were explored to identify outcomes of funding rounds since 2005. A 
limitation of the approach is that fellowship, scholarship and travel grants were not included. Of the 
total 2809 project grants of NHMRC funded since 2005, just 0.5% (almost $7 million) were directed 
towards childhood obesity.476 The NHMRC’s December 2008 statement indicated that 33 (total $18 
040 675) of 688 (total $355 872 646) project grants funded for 2009 were related to obesity.477 
2. NZ: In 2012, 11.4% of the HRC’s total budget of $70M and, in 2013, 10.6% of the HRC’s total 
budget of $71M was spent on population nutrition and/or prevention of obesity and non-
communicable diseases. 
Platforms for Interaction:   
PLATF1:  
1. In Brazil, the National Council of Food and Nutrition Security (CONSEA) is a formal advisory 
platform made up of civil society (2/3) and government reps (1/3), and is a participatory instrument 
for designing or suggesting, implementing and evaluating food and nutritional security policy. 
CONSEA works together with civil-society organisations, social movements, public and private 
agencies, non-governmental organisations, artists and citizens from across the country, from national, 
regional to local levels.478  
PLATF2:  
1. Consensus Action for Salt and Health (CASH) in the UK.479 
2. Australian Health Star Rating Advisory Committee has wide representation 
3. New Zealand: Front of Pack Labelling advisory committee has wide representation 
PLATF3:  
1. In Brazil, the National Council of Food and Nutrition Security (CONSEA) is a formal advisory 
platform made up of civil society (2/3) and government reps (1/3), and is a participatory instrument 
for designing or suggesting, implementing and evaluating food and nutritional security policy. 
Through CONSEA Civil society has been able to influence policy directions more directly. CONSEA 
supported Congress to pass a bill obliging local governments to buy at least 30 per cent of the food 
destined for school meals from small-scale farmers. 
PLATF4:  
1. Healthy Together Victoria480 in Australia aims to improve people’s health where they live, learn, 
work and play. It focuses on addressing the underlying causes of poor health in children’s settings, 
workplaces and communities by encouraging healthy eating and physical activity, and reducing 
smoking and harmful alcohol use. Healthy Together Victoria incorporates policies and strategies to 
support good health across Victoria, as well as locally led Healthy Together Communities. The 
initiative is jointly funded by the State Government of Victoria and the Australian Government 
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through the National Partnership Agreement on Preventive Health (NPAPH). 
Health-in-all-policies:   
HIAP1:  
1. Republic of Slovenia assessed the health effects of agricultural policy at a national level.481 The HIA 
has basically followed a six-stage process: policy analysis; rapid appraisal workshops with 
stakeholders from a range of backgrounds; review of research evidence relevant to the agricultural 
policy; analysis of Slovenian data for key health-related indicators; a report on the findings to a key 
cross-government group; and evaluation. The experience in Slovenia shows that the HIA process has 
been a useful mechanism for raising broader public health issues on the agricultural policy agenda, 
and it has already had positive results for policy formation.481 
HIAP2:  
1. Two initiatives with healthy public policy goals were recently implemented in Canada and are 
designed to better coordinate public policies in multiple sectors of government activity so as to 
improve health outcomes.482 Those initiatives are the strategies surrounding section 54 of Québec’s 
Public Health Act and ActNow British Columbia (BC). ActNow BC, for its part, is aimed at 
coordinating all the provincial ministries, as well as various municipal public agencies and private 
partners―that is, non-governmental organizations and corporations. This initiative can thus best be 
described in terms of the concept of “whole-of-government.” ActNow BC is an initiative that was 
publicly launched in 2006 by the office of the Premier of British Columbia. The intention was to take 
advantage of the renown and the nature of the Olympic Games (which, in 2003, the City of 
Vancouver was chosen to host), using them as a jumping off point and a catalyzer for efforts to meet 
certain public health objectives. This initiative was thus conceived of as a government platform; that 
is, a grouping of principles and proposals defining the framework of a public policy initiative, with 
targets having a limited time frame. The platform was structured around three objectives. First, the 
overall goal was, through the platform, “to make BC the healthiest jurisdiction to host the Winter 
Olympic and Paralympic Games”. Second, the initiative aimed more specifically “to inspire 
commitment to create a BC that makes the healthy lifestyle choice the easy choice for everyone”. 
Finally, ActNow BC aimed to improve the health of British Columbians by encouraging, specifically, 
“healthier eating, increased physical activity, a healthy body weight, the reduction, cessation or 
avoidance of tobacco use, and healthy choices in pregnancy”.  
In section 54 of QUÉBEC’S public health act which took effect in June 2002, the government 
affirmed its desire to take into account, in its legislative process, the effects of all its public policies 
on the population’s health and welfare. The initiative is conceived of in horizontal terms. Section 54, 
in fact, provides a legal basis for the task of promoting healthy public policy, and its purpose is to 
prompt interministerial action and responsibility for the purpose of establishing healthy public 
policies. The following provisions are included in this section of the law:  
1) The Minister is by virtue of his or her office the advisor of the Government on any public health 
issue. The Minister shall give the other ministers any advice he or she considers advisable for health 
promotion and the adoption of policies capable of fostering the enhancement of the health and 
welfare of the population.  
2) In the Minister’s capacity as government advisor, the Minister shall be consulted in relation to the 
development of the measures provided for in an Act or regulation that could have significant impact 
on the health of the population (Québec, 2005).482 
2. The South Australian HiAP model includes two key elements: central governance and accountability 
and a Health Lens analysis process. The model captures the interactive and fluid nature of the 
approach. Beginning with clear governance and accountability it moves through a flexible Health 
Lens analysis process, leading to improved policy or social determinants of health outcomes. The 
governance structure provides a mandate for horizontal collaboration and joined-up policy making, 
which underpins the HiAP work. The model seeks agreement on the policy focus and utilises robust 
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methods of assessment and analysis to explore the links between the policy area and health and 
wellbeing of the population.483 A background document and practical guide have been published.484 
An overview is given in the Figure below. 
3. Finland is taking a Health in All Policies approach in its Health Care Act by directing cities, like 
Seinäjoki, to incorporate health into all of their decision-making areas. The National Institute of 
Health and Welfare, under the Finnish Ministry of Social Affairs and Health, is helping municipalities 
implement national policies, like the Health Care Act. Municipalities can regularly track their 
progress on national monitoring websites, share best practices and attend trainings on implementing 
legislation through a Health In All Policies approach. 
 
 
347 
Appendix 5 Declaration of Interest Form 
 
To be completed by the participant
 
1. Details of fields of expertise 
I declare my fields of expertise are the following:  
................................................................................................................................ 
................................................................................................................................ 
................................................................................................................................ 
 
 
2. Details of the conflict/potential conflict of interest  
Do you have following conflicts of interest with regard to the roles of the expert group (such as being 
government official, working for and/or with food industry and receiving grants from food industry):  
(  ) Yes    Please specify .......................................................................................... 
                   .......................................................................................... 
                   .......................................................................................... 
(  ) No  
 
 
 
Participant’s Name (printed) …………………………………………………………………… 
Signature ………………………………………………………   
Date ………………………… 
 
 
Please return the form before leaving the workshop   
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 WARM-UP questions 
1. What do you see as the main nutrition problems in Thailand especially 
overweight and obesity in Thai people?  
2. What is your role in the implementation process of policies related to 
overweight and obesity prevention? 
 KEY questions 
1. What do you see as the role of the Thai government in tackling this 
problem? 
2. What are your views about the (potential) impacts of [regulation of 
TV advertising of unhealthy food to children/FOP food labeling with 
25% less sugar and fat logo] to improve diets of Thai people? 
3. - As this food labeling policy has been implemented in Thailand since 
2008, how do you feel about the implementation of this policy?  
- As this food advertising policy is available in Thailand but not yet 
implemented, how do you feel about the formulation of the policy?  
Prompts: Are there any other significant broader policy activities involved in the 
formulation / implementation of this policy? [Give examples – such as integration 
of cross-sectoral government policy/plan/goals and building platform for 
interactions across sectors] 
4. What do you think about barriers and facilitators of the 
implementation of this policy [regulation of TV advertising of 
unhealthy food to children/FOP food labeling with 25% less sugar and 
fat logo]? 
Prompts: You mentioned about [X factors]…  
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‐ What about influences around policy content? Is there anything else?  
[Give examples – such as policy’s complexity, compatibility of the policy to 
implementer’s context, and knowledge required (tacit/explicit)] 
‐ What about factors at individual level? Is there anything else? 
[Give examples – such as implementer’s needs, motivation, knowledge, 
attitudes, specific skills, leadership, and personal style e.g. flexibility and 
consistency] 
‐ What about issues on capacity of implementing organizations? Is there 
anything else? 
[Give examples – such as their executive leadership, preexisting 
knowledge/skills, specialization and mechanisms to support knowledge 
sharing for implementation such as training), authority of organization, 
dedicated resources (e.g. funding and staffing), and organization culture] 
‐ What environmental influences can you think of that might have influenced 
the implementation?  
[Give examples – such as infrastructure support, social norms, community 
involvement, social networks, and consumer support/advocacy, politics, 
governance, external policies, inter-organizational networks, communication 
and economic context] 
5. How do you see the possibility of improvement of the policy 
implementation? 
Prompt: Who should do what and how?  
6. How do you see the importance of monitoring and accountability of 
policy activities in improving people diets? 
Prompt: for example, regular monitoring system for implementing policy 
activities in Thailand 
7. How do you see your/your organization’s possible role and 
involvement to improve the implementation?  
8. Is there anything else you would like to tell me? 
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